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THE MEANING OF SUFFERING IN THERAPY 
A ROUND TABLE DISCUSSION 


ALEXANDER MartTIN, Moderator 


W: MEET here to discuss a subject of we can anticipate lively discussion and 
paramount significance to the some worthwhile contributions. 
medical profession. The cause, removal, To prepare you for some of the 
and relief of suffering constitute the sible angle shots, we will have to con- 
special province of the physician. Of sider the nature of the suffering. Is it 
all subjective symptoms, it is suffering suffering from fatigue, fear, guilt, pain, 
that brings most of our patients to us. rejection, or self-effacement, or is it 
It sets the stage and colors the initial the paradoxical suffering from success 
mood of the doctor-patient relation- and too much limelight? We must also 
ship. Our conceptions and understand- keep in mind the function or purpose 
ing of suffering, our attitudes and reac- of the suffering. Add to this the extent 
tions toward it, will determine our and level of the suffering. For those 
efficacy as therapists. oriented to a “self” psychology, is it the 
The everyday physician and surgeon real or neurotic self that is suffering? 
at first will not realize the profound Just this morning, I happened to 
implications of our subject here. For read a chapter of The Screw Tape Let- 
them the answer is simple. A patient ters by C. S. Lewis, in which the author 
complains of suffering, you search for gives us an entertaining commentary 
the cause and remove it, and in the on how man deceives himself and glori- 
meantime you provide relief. When the fies and perpetuates his neurotic suf- 
patient complains of suffering for which fering. Screw Tape, as the Devil’s 
no organic cause whatever can be henchman, writes letters to his emis- 
found, then they come to realize that saries on Earth, instructing them how 
this subjective symptom of suffering has to bring about man’s downfall. He 
meanings that transcend the everyday _ says: 
frames of medical reference and they “The characteristics of pains and 
turn to psychiatry and psychoanalysis pleasures are that they are unmistak- 
for elucidation and guidance. I am sure enly real, and therefore, as far as they 
with this panel and with this audience, go, give the man who feels them a 
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touchstone of reality. If your patient is 
wallowing in the Romantic method, as 
a kind of Child Harolde or Werther, 
and submerged in self-pity for imagi- 
nary distresses, try to protect him at all 
costs from any real pain or suffering, 
because, of course, five minutes of gen- 
uine toothache would reveal the roman- 
tic sorrows for the nonsense they were 
and would unmask his whole strate- 

We know that anyone driven to re- 
sort to the Romantic method and to 
submerge himself in self-pity from 
imaginary distresses is certainly suf- 
fering in more ways than one. At one 
level, we recognize typical, purposeful 
neurotic suffering from which a sec- 
ondary gain is expected. At a deeper 
level, we appreciate that there is suffer- 
ing of the real self, and that the price 
for maintaining a neurotic pattern is 
high. Screw Tape reminds us here of 
those instances where suffering from 
anxiety or depression disappears with 
the onset of physical suffering. 

In our further exploration of the 
meaning of suffering in therapy, we 
must not overlook the patient who turns 
suffering into a virtue to get a claim on 
us and to control and dominate the 
analysis through weakness. Their com- 
pulsion to take the thorny road is glori- 
fied, while there is a contempt for the 
primrose path behind which is actual 
fear of happiness and enjoyment. 

Might I point out that we are not 
primarily concerned here with the 
meaning of suffering in life, or even 
the meaning of suffering in the neurotic 
process per se, but we are interested 


and concerned with the meaning of suf- 
fering in therapy, in the therapeutic 
relationship. The following questions, 
then, would be extremely pertinent: 
Does the particular suffering under 
consideration bring the therapist into 
partnership with the patient’s own 
struggling self, or does the suffering 
tend to bring the therapist into partner- 
ship with the neurosis? 

In instances of extreme alienation 
and great deadness of feeling, the first 
admission of suffering of any kind is 
evidence of progress. 

The ability to admit feelings to our- 
selves must have something to do with 
the strength or weakness of our own 
ego. For those who feel helpless, im- 
potent and insubstantial, a ripple of 
imminent emotion may be felt or ap- 
prehended as a tidal wave. Some mild 
interpersonal friction or conflicting 
feeling may be apprehended as som- 
thing completely insufferable. On the 
other hand, for the strong ego disillu- 
sionment, for instance, will involve less 
suffering, or perhaps may not be felt 
as such. For the strong ego, the slings 
and arrows of outrageous fortune may 
be accepted as challenges, stimulants, 
and provocations to greater action. If 
the patient feels that he carries no 
weight, then a slight puff of emotion 
will be felt or sensed as a hurricane. 

I hope that these brief introductory 
comments will in some way help to 
sensitize and prepare you for what 
promises to be a most comprehensive, 
significant, and enlivening panel dis- 
cussion of an intriguing subject. 
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THE MEANING OF SUFFERING IN THERAPY 


IrvING BIEBER 


Suffering may be broadly referred to as 
a function of pain in total adaptation, 
affecting mood, behavior, and attitudes 
to self and others. Suffering—physical 
and psychic—may include all types of 
pained feelings which differ in quality 
and intensity. The pain of anxiety dif- 
fers from the oppressive discomfort of 
boredom or the pained despair of de- 
pression. Moreover, the same individual 
responds differently to a range of pain- 
ful stimuli and responds differently to 
the same painful stimulus at different 
times. It may be useful to think of suf- 
fering as an equation between the in- 
tensity of psychic or physical pain over 
a period of time and the individual’s 
tolerance for it. 

Although conscious awareness usually 
accompanies suffering, it may occur in- 
dependently of awareness. I have seen 
individuals visibly suffer from tension 
states or physical pain who were un- 
aware of it and denied it. One such 
patient, who had an abdominal tumor, 
showed the facies of pain and the easy 
fatigability and irritability of suffering, 
yet was quite unaware of any suffering 
until the neoplasm was surgically re- 
moved. As a result of the marked con- 
trast in physical comfort following sur- 
gery, her previous suffering came into 
awareness. The same individual, on the 
other hand, was keenly aware of and 
articulate about the slightest emotional 
distress to such an extent that it had 
become the focus of her life and was 
carried over to her analysis. The mean- 
ing of her suffering in therapy was the 
same as its more generalized meaning 
within the pattern of all her distress 
responses. 

As with pain denial on a physical 
level, patients may be consciously un- 
aware of psychologic distress indicated 


by manifestations such as excessive 
sweating, over-alertness, and tense pos- 
tures reflecting rigidity and guarded- 
ness. Particularly at the beginning stages 
of treatment, such patients frequently 
deny psychic distress and rationalize 
around some external situation. Anx- 
iety, tension, defensive reactions, mal- 
adaptive behavior with its resulting 
frustrations, diminished self-esteem, and 
guilt feelings are among the painful af- 
fects seen in therapy. 

One may approach the broad topic 
of this round table from several fruitful 
directions. I shall direct my attention 
to some therapeutic concepts and tech- 
niques with regard to the suffering of 
patients. 

Patients enter psychotherapy because 
they suffer, whether or not they are 
aware of it. More accurately, it is the 
expectation of relief from suffering that 
brings patients to treatment and moti- 
vates their continuing it. Suffering does 
not disappear, however, simply because 
the patient has come into treatment. 
The frequently observed early “lift” 
and subsequent “let-down” can serve 
to introduce the patient to the idea that 
his suffering is and has been connected 
with his psychopathology, not with the 
therapy itself; that his suffering can be 
substantially relieved only when its de- 
terminants are understood and worked 
through. The willingness to work in 
the direction of resolving pain-produc- 
ing conflicts must replace the wish for 
magical relief that most patients man- 
ifest. At the same time, the therapist 
must be related to and aware of the 
patient’s suffering throughout the course 
of the analysis, and the extent to which 
this suffering can be tolerated. Each 
patient has a threshold of tolerance for 
suffering and this threshold varies from 
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patient to patient. The therapist must 
know the limit of tolerance for each 
and, as much as possible, steer the pa- 
tient away from approaching his toler- 
ance limits. 

There is a notion that prevails among 
some therapists that relief of pain and 
suffering militates against therapeutic 
change. They will thus justify the pro- 
vocation of anxiety and be wary about 
undue relief of a patient’s suffering. I 
consider such attitudes and practices to 
be without scientific basis. Granting the 
rationale that in some cases pain and 
suffering may motivate a patient to 
change, it would then logically follow 
that the patient’s psychopathology and 
even his recollection of past suffering 
supply sufficient pain and suffering to 
motivate change without iatrogenic as- 
sistance. Although pain or suffering 
may mobilize a patient to act in a con- 
structive direction, it is, nonetheless, a 
double-edged sword, since it may also 
promote inhibition and resistance to 
therapy. When a patient links his suf- 
fering to the analysis, serious resistances 
tend to arise that threaten continuance 
of the analysis. As is well-known, the 
fear that treatment will increase suffer- 
ing often discourages people who need 
treatment from seeking it. The emphasis 
on the alleviation of emotional suffer- 
ing in analysis does not imply that 
meaningless reassurances be offered or 
that the therapist refrain from giving 
appropriate and necessary interpreta- 
tions that may elicit pain or anxiety 
reactions. If, however, the therapist re- 
lates to his patient as to an individual 
in stress and if suffering in itself is 
viewed as undesirable and to be avoided 
where possible, then even those inter- 
pretations that stimulate pained feel- 
ings will be given in such a manner as 
to evoke minimum pain. 

The technique of minimizing pa- 
tients’ suffering during analysis involves 


a basic principle: Defenses or character 
traits representing reasonably stabilized 
defensive systems must not be analyti- 
cally approached before working out 
the irrational concepts underlying the 
fears on which the defenses rest. The 
management of neurotic dependency 
is offered as an illustration. 

Pathologic dependency is an adapta- 
tion to a neurotic inhibition of per- 
sonality resources. If dependency traits 
are analyzed before analyzing the irra- 
tional beliefs maintaining the neurotic 
inhibitions, the patient is left with a 
feeling analagous to that of a crippled 
person using a crutch he feels he is not 
entitled to have. We may convince the 
patient that he is infantile and exploit- 
ative for using the dependency “crutch.” 
We may even convince him to give up 
the “crutch” by shaming him out of it, 
yet all we have succeeded in doing is to 
get him going with the same “broken 
leg” with which he entered therapy, 
while depriving him of his compensa- 
tory aid. The precipitous attack of a 
defense such as pathologic dependency 
only serves to increase the patient’s 
sense of helplessness, hopelessness, and 
suffering. Similarly, a patient may be 
made aware of hostile feelings and acts. 
Yet, unless the insight is accompanied 
by the recognition that irrational hos- 
tility is a defensive reaction to an un- 
realistic perception of threat and unless 
the irrational beliefs connected with 
the threat are delineated, the patient 
will be left with diminished self-esteem 
and feelings of unacceptability for har- 
boring anti-social feelings. However, 
where the therapist delineates hostility 
as a response to an irrationally felt 
threat and works out with the patient 
the specificity of the perceived threat 
itself, his self-esteem is not injured nor 
are meaningless guilt-feelings stimu- 
lated. Drives to power, neurotic ambi- 
tion, drives toward domination, the 
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need to be the center of attention, and 
so forth, are other defensive constella- 
tions which, in the course of treatment, 
first require the analysis of its under- 
pinnings before dealing with the super- 
structures. My own technique, there- 
fore, is oriented firstly toward 
delineating the irrational convictions 
behind the fears supporting defensive 
integrations. Secondly, the defenses are 
analyzed, as they must be, but only after 
the primary analytic work has been ac- 
complished. When the analysis of de- 
fenses is undertaken, it is always inte- 
grated with the analysis of the patient’s 
underlying fears on which his defenses 
are based. 

Two other iatrogenically triggered 
well-springs of suffering in therapy are 
related to 1) the problem of communi- 
cation with the patient, and 2) the anal- 
ysis of transference. Firstly, most pa- 
tients enter therapy with the belief, by 
and large well-founded, that people do 
not understand them. The genesis of 
this complaint usually can be traced to 
parents who for one reason or another 
did not understand the patient, did not 
care to, or were unable to. As sympto- 
matic of their psychopathology as 
adults, the communications of such pa- 
tients are often esoteric and idiosyn- 
cratic. If, however, the therapist is re- 
lated to what the patient is talking 
about and if the therapist can divorce 
himself from his own theoretical pre- 
conceptions, he will, in general, be able 
to understand the meaning of even 
obscure productions. Understanding 
the patient—and this understanding is 
inevitably communicated—usually re- 
lieves suffering. Failure to understand 
—and this is also communicated—usu- 
ally increases suffering. A good techni- 
cal guide for the therapist is for him to 
be aware that in each session the pa- 
tient is likely to discuss one or two 
major themes. If the patient is not in- 


terrupted for the first ten or fifteen 
minutes, the theme of the session, in 
most instances, can be determined. By 
directing his ensuing remarks to this 
theme, the therapist demonstrates that 
he is in communication with the pa- 
tient. If this technique is followed 
routinely, the patient develops a feel- 
ing of empathy and of communication 
with the analyst. Conversely, it is a 
source of anxiety and pain when a pa- 
tient does not believe that the therapist 
is understanding him. 

Secondly, subsumed under the gen- 
eral importance of understanding the 
patient is the therapist’s understanding 
of the transference situation at all stages 
of treatment. Two types of transference 
reactions are particularly painful to the 
patient: 1) his own hostile reactions to 
the therapist, which threaten the re- 
lationship both by disrupting the feel- 
ing of contact and by fears of retalia- 
tion via counter-hostility and rejection, 
and 2) positive feelings to the therapist 
for reasons which differ in male and 
female patients. Suffering related to 
transference responses is frequently 
manifested in resistances which increase 
the patient’s suffering. When the trans- 
ference anxiety is worked through and 
the resistances diminish, the suffering 
accompanying this phase is relieved. 

Before concluding my discussion, I 
should like to comment briefly on those 
patients whose suffering represents part 
of a masochistic defense. Such patients 
often complain bitterly about feelings 
of inadequacy but react with vigorous 
denial should the therapist indicate 
that these feelings are not based on 
reality. In a paper on masochism! I 
have outlined my concept of this phe- 
nomenon by defining it as a defensive 
adaptation, where an injury is self-in- 
flected or where suffering is sustained 
in the belief that an even greater injury 
to self is thus prevented or circum- 
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vented. Where a patient’s expressions 
of suffering appear to be masochistic, 
the analysis of such productions are 
held in abeyance until the need for 
the masochistic defense has been worked 
out. Exceptions to the use of this tech- 
nique occur when masochistic patients 
prepare to enter activity that may be 
injurious. Such acting-out is discour- 
aged, as are other types of self-destruc- 
tive acting-out. 

In summary: The therapist’s point of 
view regarding the extent and intensity 
of suffering as a condition for improve- 
ment is an important determinant of 
how much any particular patient will 
suffer. The more convinced a therapist 


is that suffering is a deterrant and not 
an aid, the less painful the therapy will 
be. I, for one, am convinced that ther- 
apy can be carried out in a reasonably 
painless way, that the therapeutic allev- 
iation of emotional suffering in no way 
reduces the potency of the therapeutic 
experience, and that a more successful 
outcome is predictable when the ther- 
apist considers suffering to be a hazard 
rather than experientially necessary in 
the life situation or in treatment. 


REFERENCE 
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The theme of this round table, “The 
Meaning of Suffering in Therapy,” pro- 
vides a challenge of considerable mag- 
nitude to anyone who is asked to con- 
tribute his thoughts on the subject and 
to compress them within the space of 
twenty minutes. On the other hand, 
there are probably so few remaining 
original and illuminating ideas on the 
problems that the suffering of the pa- 
tient poses to the therapist that the 
limitation of time may save the audi- 
ence from struggling to digest a lot of 
old stuff warmed over and dressed up 
for the occasion. Perhaps it was with 
this thought in mind that our program 
committee decided on the format of a 
round table for the discussion. Since 
the challenge has been given to several 
of us to open the discussion, it seems 
to me that it would have been appro- 
priate to change the title also from 
singular to plural, from “meaning” to 
“meanings.” Written or spoken in the 
singular, the term might be taken to 


imply that there is a single meaning of 
the experience of suffering in therapy, 
whereas its meanings are as varied in 
quality, in depth, in significance, and 
in purpose as there are patients under- 
going therapy. I use the term “under- 
going” with just one idea in mind. The 
idea of therapy itself implies that there 
is something wrong with the patient; 
something missing, something exagger- 
ated, something vicious or even dan- 
gerous, something in any event that 
has engendered a need for its removal. 
The psychiatrist is the physician to the 
“mind,” the hypothetical system within 
which the congenital lack, the one- 
sided development, the distorted per- 
ceptions of the self and its world are 
situated. He may decide that a small 
dose of palliative nature is all that is 
necessary or that some minor or major 
surgery in the form of deep explora- 
tion is essential to the discovery and 
eradication of the sources of suffering. 
In any case, the patient is in his hands 
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and must either accept his verdict or 
take the consequences. Once the bar- 
gain is struck, the patient undergoes 
the treatment just as surely as one who 
is eventually wheeled up on a stretcher 
for the exploratory abdominal section. 

In December, 1958, I had the privi- 
lege of discussing an engagingly frank 
account of a therapist’s reactions to an 
obsessively masochistic patient which 
was presented by Dr. Leon Salzman be- 
fore the Academy of Psychoanalysis. 
The sufferings of the patient and the 
maneuvers executed to insure the con- 
tinuing care and favorable attention of 
the therapist were almost equally 
matched by the facile maneuvers of the 
therapist to avoid becoming entangled 
in a web of exasperated feelings of such 
intensity as to render him helpless in 
his professional undertaking. 

It is easy to dismiss consideration of 
such a pattern of obstinate suffering, 
of determination to prove that the ther- 
apist is a fraud, by the simple theory 
that the patient is so plum full of 
hatred for the world, particularly to- 
ward those who have pretensions to 
knowledge and authority, that his one 
design in undergoing therapy is to 
prove his point. The genuinely benign 
and hopeful therapeutic attitude of the 
therapist becomes a special objective 
for his destructive strategy. But is this 
the whole picture? I am sure you would 
all agree that it is not. The other side 
of the canvas reveals a state of despera- 
tion, a feeling of being caught in fly 
paper from which every effort to achieve 
freedom through his own struggles has 
only succeeded in getting himself stuck 
deeper. He comes then to the therapist 
with a special sort of challenge, which 
might be paraphrased as follows: 


“I can’t seem to get anywhere. I am 
supposed to be bright, but it doesn’t 
seem to do me any good. I always man- 


age to get myself in some kind of a 
mess, whether it is with women, with 
my employers, or with people of my 
own sort of background. I should think 
you must get awfully tired of having to 
see people like me all day long. I don’t 
see how you could expect to get me out 
of this mess I’m in. I suppose I should 
have come to you long ago. It all seems 
pretty hopeless to me.” 

Behind this barrage of apparently 
hopeless self-denunciations, of course, 
lies the faint hope that some magic can 
yet be performed. It is only when this 
hope gives place to the suspicion that 
nothing of the sort is going to happen 
that the attitude of abject self-prostra- 
tion may be seen to mask a deep dis- 
trust of everyone in the world, includ- 
ing the therapist and himself, faintly 
countered by the hope that the 
therapist can do something to dis- 
pel the ever-darkening skies of his 
existence. In dealing effectively with 
this faint spark of mental health, 
the therapist has to use every weapon 
in his own mental armory. The concept 
of the so-called transference neurosis is 
now familiar to every trained psychi- 
atrist. What is not so generally accepted 
is that the techniques of the psychother- 
apist are so deeply conditioned by his 
own attitude toward life in general and 
to his calling in particular that, while 
his acquired knowledge and skills may 
make him exactly the right person to 
treat one patient, the exercise of his 
talents in another case may prove of no 
avail whatever. This unfortunate fact 
can lead to an unnecessary intensifica- 
tion of the pattern of suffering in cer- 
tain patients and to the unnecessary 
prolongation of the attempt to master 
his patient’s problems. A great deal has 
been said about the regrettable phe- 
nomenon of analyses terminable and 
interminable. It seems to me that any 
wise therapist who finds himself stuck 
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in a posture of frustration when at- 
tempting to resolve such deeply nega- 
tive feelings as some of his patients may 
exhibit would be well-advised to seek 
a private consultation with a colleague. 
If such a practice were more widely 
adopted much valuable time and effort 
might be saved and no small measure 
of unnecessary suffering be spared the 
patient. 

There are many aspects of suffering 
which are apt to capture the interest 
of an observant and interested ther- 
apist. Perhaps his first task in evaluat- 
ing his patient’s symptoms is to de- 
termine in what degree the expression 
of suffering is appropriate to the con- 
ditions of the patient’s life and to the 
quality of his own basic equipment. 
Without such an evaluation the goals 
of therapy cannot be even tentatively 
defined and any treatment plan is 
vague, even to the point of non-exist- 
ence. A patient in the hands of a ther- 
apist who is unclear in his evaluation 
is in somewhat the same position as the 
surgical patient under the hand of an 
uncertain surgeon. The difference lies 
in the fact that the surgical patient is 
not conscious of his surgeon’s uncertain 
touch, whereas the patient becomes 
only too conscious of the degree of the 
therapist’s competence. Unfortunately, 
the discovery is often delayed until far 
too much time has elapsed and the 
original suffering has been further com- 
plicated by the anxiety and resentment 
occasioned by what is in fact the thera- 
pist’s incompetence. 

Only within the framework of re- 
ligious dogma is suffering equated with 
virtue. The neutrotic patient who 
brings his suffering to the therapist 
does not have any sense of virtue 
derived from its existence. On the con- 
trary, he feels embarrassed, frightened, 
and frequently guilty, often to the point 
of doubting whether the doctor could 


possibly be bothered with him. At the 
same time, he has usually heard tales 
about psychiatrists and their exorbitant 
charges and is therefore likely to 
assume that the real reason why the ther- 
apist takes him on is for his own bene- 
fit rather than out of any genuine con- 
cern for his patient’s welfare. How often 
do patients complain that they have 
nobody to whom to confide their trou- 
bles expect someone they have to pay 
to listen to them? How often do we 
stop to think how humiliating it must 
be to a human being to find himself in 
such a position? The patient knows, or 
believes at least, that his friends and 
relatives are in some degree suspicious 
or contemptuous of him for having to 
go to a psychiatrist. His one hope, there- 
fore, is that in therapy he will find 
some solace for his own feelings of 
shame, anxiety, and depression. Or 
maybe he comes into therapy full of 
righteous indignation over what he feels 
to be unjust betrayal, with no recogni- 
tion of the degree to which he may 
have been playing the part of agent 
provocateur. The therapist’s cautious 
attitude is then likely to be taken as 
rejection and the fear that lies buried 
beneath his sense of injustice will soon 
emerge and add another dimension to 
his suffering. What then is the role of 
suffering in this case? Surely, to bring 
the therapist into partnership with him 
so that the burden of his suffering will 
be shared and he can gain the strength 
to work toward a solution within the 
terms of the partnership. 

There seem to be certain types of 
suffering which pertain especially to 
the period in history when the symp- 
toms become sufficiently marked to 
bring the patient to therapy; others 
which pertain primarily to conflicts en- 
gendered by the cultural requirements 
of his community; still others that are 
highly specific for certain age periods. 
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The one factor common to all these 
varieties of suffering is that they rep- 
resent to the patient some variation 
from what he considers to be the nor- 
mal, healthy, desirable way to feel about 
himself and his personal relationships. 
His variables are to him undesirable 
enough to require their removal or 
modification at the hands of experts. 
They interfere with his attainment of 
those satisfactions that he may feel are 
his due or that he feels incapable of 
achieving. He is an outsider, out of the 
running, different. He is responding to 
this unhappy realization with one or 
more of the self-protective devices with 
which nature has provided him. He 
may have symptoms that are apparently 
of a purely psychological nature, or 
there may be added to them disturb- 
ances of bodily functions which have 
taken him to a series of physicians with 
no resulting benefit. The psychiatrist is 
the court of last resort, the visit often 
avoided for days, weeks, months, or 
years after the referral was first made. 
Fear of going crazy, of being told that 
he should go to a mental hospital, of 
having his own suspicions finally veri- 
fied by the verdict of the psychiatrist, 
that his suffering is indeed primarily 
or largely of mental origin. The final 
collapse of his defenses may be so com- 
plete that a latent psychosis breaks into 
the open, or, in less malignant cases, 
he settles unhappily into a position of 
complete compliance and dependency. 
The so-called secondary gain of the 
neurosis lies in the posture of defiant 
helplessness which, while devoid of any 
perceptible pleasure, is not attended by 
any unbearable pain, and so effects a 
compromise with a shell so hard that it 
may defy the best efforts of the most 
skillful therapist. 

In real life it is amazing how often 
the posture of helplessness brings re- 
turns unobtainable by any other device. 
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The woman who prides herself on the 
aristocracy of her background but de- 
plores the fact whenever opportunity 
offers that she has no warm clothes for 
her fifth child to wear when she starts 
going to kindergarten usually is show- 
ered with the cast-offs of her neighbors’ 
children. In the therapeutic situation 
the true source of the suffering is not 
always at first accessible to conscious- 
ness, so that not only does the patient 
have to endure the disability derived 
from his symptoms, but he has the 
awful fear of the unknown in himself. 
This fear of facing the unknown inner 
self is to some extent present in all of 
us. Who has ever lain on an analyst’s 
couch for a so-called training analysis 
with complete assurance that it is going 
to be nothing but a happy and restful 
way to spend one hour out of every day 
that he has an appointment? It is far 
from easy to discover the root of persis- 
tent anxiety in patients who seem to 
have accommodated themselves to the 
therapeutic situation and to have made 
substantial gains in their adaptive ef- 
forts, but who still experience subacute 
anxiety prior to every session and who 
continue to have what seems to be un- 
reasonable anxiety in the face of the 
usual sort of social occasion. Sometimes 
it seems as though the patient would 
not really be sure that he is himself un- 
less he feels anxious in face of each new 
move. Patients will sometimes come to 
the analytic hour panting with anxiety, 
recognizing that it is anxiety, assuring 
the therapist that it is so ridiculous, 
unable to assign any reason for it, yet 
after a half hour has passed they will be 
perfectly at ease, as though a sedative 
drug had been administered. 

Suffering from a variety of pathologi- 
cal conditions evokes a natural response 
of sympathy from relations, friends, and 
neighbors. Suffering from unresolved 
intrapsychic conflicts which brings the 
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reluctant patient to the psychiatrist, 
may have failed to evoke such a healing 
reaction. Self-doubt and feelings of guilt 
find their validating response in the at- 
titudes of others. With the possible ex- 
ception of those panicky states which 
signal the impending collapse of de- 
fenses against an erupting schizophrenic 
decompensation, intractable guilt feel- 
ings are the most painful of all affects 
experienced by man. They indicate to 
him that he, his person, his hopes, his 
beliefs, his feelings are beyond the pale, 
and that there is no possibility of a 
clearing emotional horizon. Small won- 
der then that he will resort to almost 
any desperate measure to find surcease, 
from anxiety to self-pity or to unreason- 
able demands for affection, from alco- 
holic addiction to the fruitless search 
for absolution, from continuous ham- 
mering on the doors of physicians to 
suicidal gestures. Small wonder that 
when in his last bid for relief he finds 
himself facing the psychiatrist he will 


resort to all such strategies as have pre- 
viously been tried to no avail, among 


‘them the effort to transfer his suffering 


to the therapist, making him the guilty 
one for failing to give him the under- 
standing and relief he longs for. 

In summary, then, the meanings of 
suffering in therapy are protean, and 
are manifestations of those forms of 
intrapsychic conflict in which frustra- 
tion and inhibition of natural drives 
has resulted in the acceptance of pain- 
dependent behavior as the only means 
of maintaining the interest of suppor- 
tive agencies in the personal setting. 
If the guilt feelings underlying the 
psychological posture can be success- 
fully projected, this discovery can 
bring about a degree of environmental 
control which is truly amazing—anx- 
iety, hostility, and guilt becoming the 
means of interpersonal exchange. Once 
established, this strategy may defeat the 
best of all therapeutic efforts toward its 
neutralization. 


Tuomas SzAsz 


Since this discussion of the patient’s 
(affective) experiences in therapy— 
whether suffering, happiness, or some- 
thing in between—will be based on my 
experiences with the kind of therapy 
I do, it can have meaning only in refer- 
ence to that context. My psychother- 
apeutic work is limited to psychoanaly- 
sis and to so-called psychoanalytically 
oriented psychotherapy. Since these 
terms are used rather loosely nowadays, 
a better way to describe the kind of 
therapy I practice might be to call it 
autonomous. By this I mean that I ac- 
cept only patients able to maintain a 
socially independent existence and ther- 
apeutic relationship. In other words, I 
do not treat children, the legally en- 


tangled, or the socially decompensated. 
My patients might be diagnosed nor- 
mal, neurotic, or psychotic, depending 
on nosological criteria. But whatever 
their psychological makeup might be, 
they must be able to maintain a private, 
two-person relationship with me, for 
which they are financially responsible, 
and into which they cannot inject a 
third party. If a person is unable to 
meet these criteria, I do not begin treat- 
ment with him. And if, during treat- 
ment, he insists on breaking this con- 
tract, I terminate the relationship. I 
cite these facts mainly because I strongly 
believe that it is impossible to evaluate 
what transpires in a psychotherapeutic 
relationship if the basic contract be- 
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tween patient and therapist is not ex- 
plicitly stated. 

I am now ready to confront the task 
set for us in this conference: What is 
the meaning of suffering in therapy? 
First, I shall discuss my answer to this 
question based on experiences in my 
own psychotherapeutic work. Second, I 
shall examine the meaning of the pa- 
tient’s suffering in more general terms, 
without relating it to a specific ther- 
apeutic setting. 


THE PATIENT’s EXPERIENCE IN 
AUTONOMOUS PsYCHOTHERAPY 


The autonomous psychotherapy I 
practice places the patient in a special 
type of learning situation. He has to 
learn about himself. In this respect, of 
course, I follow the principles laid 
down by Freud and other pioneer psy- 
choanalysts. My emphasis, however, is 
on psychotherapy as a learning experi- 
ence, rather than on psychotherapy as a 
process of regaining “‘mental health” or 
“achieving maturity.” This distinction 
is significant because the matter of the 
patient’s suffering must be placed either 
in a context of learning or in a con- 
text of being sick and getting better. 
Clearly, the latter type of situation is 
much more closely associated with suf- 
fering—and with the expectation of 
suffering—than the former. Whether 
learning is painful or pleasurable de- 
pends on many complex factors pertain- 
ing to the personalities of learner and 
teacher, the task to be mastered, the 
penalties for stupidity, and the reward 
for knowledgeability. 

Before proceeding further, let me say 
that in my experience the psychother- 
apeutic process is neither especially 
painful nor very pleasurable for the pa- 
tient. If the work proceeds well, the 
patient’s experience is, on balance, 
positive. Therapy is, as it were, “realis- 
tically” pleasurable (if I may be per- 
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mitted to judge it in this way), because 
the patient acquires increased mastery 
in many areas of his life which pre- 
viously were conflict-ridden. Although 
unpleasant affects may outnumber and 
outweigh pleasant ones during the ther- 
apeutic sessions themselves—mostly be- 
cause the focus tends forever to be on 
what is unmastered—this annoyance 
will be more than counter-balanced by 
the patient’s increased ability to master 
impulses and to understand and cope 
with his life. This assumes, of course, 
that the patient has realistic opportuni- 
ties, outside the therapeutic situation, 
to utilize what he learns within it or 
from it. This condition does not al- 
ways obtain. A further examination of 
this aspect of the problem is warranted, 
for it is crucial to the entire topic of the 
patient’s suffering in psychotherapy. 

So far, I have been utilizing a learn- 
ing model of psychotherapy. Let us ad- 
here closely to it. Learning—for ex- 
ample, to become a psychoanalyst or 
an electrical engineer—implies that 
after mastering the necessary skills one 
is in the position to use what has been 
learned. Now, in actual fact, we know 
that this is not always the case. Social 
conditions, say, widespread unemploy- 
ment or racial or religious discrimina- 
tion, may make it impossible to utilize 
one’s skills. This is a familiar problem. 
For instance, a young man may acquire 
a special education for which there is 
little or no need in his homeland. This 
man will find himself in a dilemma. If 
he wants to enjoy the fruits of his hard- 
won learning, he will have to emigrate 
and seek his fortune elsewhere, where 
his special skills are needed and hence 
salable. Or, if he prefers to remain in 
his homeland, among familiar people 
and surroundings, he will have to resign 
himself to the knowledge that much of 
his special education is, in a practical 
sense, in vain. 
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The contemporary psychiatric pa- 
tient often is in a similar situation. He 
may be enmeshed in a _ persistently 
frustrating marriage, or he may live the 
life of a member of a large, clannish 
family in which everyone’s business is 
everyone’s else’s, and nothing one’s 
own. Or, he may be physically or psy- 
chologically so crippled as to be beyond 
currently known remedial help. In 
these and similar circumstances, the 
patient in psychotherapy will very likely 
find himself in the following dilemma. 
Without therapy, his position is bad. 
He suffers from it. Having entered 
therapy he expects great things from 
it—rather than from himself, with the 
aid of therapy. In the course of treat- 
ment, he may discover more and more 
causes for his distress, some of them ly- 
ing with himself, others in his circum- 
stances. He may find it difficult, if not 
impossible, however, to make use of his 
new-found knowledge concerning him- 
self and the world about him without 
doing rather extreme violence to his 
human surroundings. Moreover, even 
if he were to risk grave interpersonal 
upheavals, he has no guarantee, so to 
speak, that he will be better off or hap- 
pier for it. 

It seems to me, therefore, that the 
patient’s suffering in therapy is, to some 
extent, inversely proportional to his 
ability to use the knowledge gained in 
therapy. Being blocked in the exercise 
of such knowledge leads to increased 
suffering. I believe that some of the 
things Freud? attributed to the “nega- 
tive therapeutic reaction” are better ex- 
plained along these lines. Oppression, 
whether due to interpersonal or politi- 
cal causes, when combined with insight 
into one’s oppressed status, leads to the 
most excruciating suffering. Some of 
Freud’s early women patients probably 
fell into this category. They gained un- 
derstanding by learning about them- 


selves—and this is really the only 
“commodity” psychoanalysis (or psy- 
choanalytic psychotherapy) is ethically 
permitted to “sell”—without, however, 
having sufficient opportunities to use 
their new-found knowledge. 

We cannot meaningfully examine the 
patient’s suffering in therapy without 
also scrutinizing its opposite—namely, 
his enjoyment of it. This phenomenon 
may be best illuminated by focusing on 
two typical manifestations of it: so- 
called excessive dependence and the 
erotic (or over-erotized) transference. 
The two are closely related, both being 
characterized by the patient’s misunder- 
standing of the therapeutic relation- 
ship, or, more often, by his stubborn 
wish to change it. In other words, the 
patient—suffering because of various 
frustrations, and unable to satisfy his 
needs by social intercourse with persons 
other than the therapist-—hits upon the 
obvious idea that his suffering must be 
relieved not by means of therapy, but 
rather by means of the therapist’s direct 
interventions. The so-called erotized 
transference has received the most at- 
tention in the psychoanalytic literature, 
but I believe this is simply because sex 
is more interesting to most people than 
almost anything else. Actually, when 
the patient expects or demands—or 
worse, when he receives—satisfaction of 
any “real life’ need from the therapist, 
he is acting on his wish to relieve his 
suffering within the therapeutic rela- 
tionship.* Accordingly, the therapist 
can not gratify the patient’s sexual long- 


* These considerations explain further why 
I like the expression autonomous psychother- 
apy. The patient’s autonomous functioning vis- 
a-vis the therapist is required as a precondition 
of treatment. By the same token, it must not 
be interfered with by the therapist’s heterono- 
mous influence on the patient, during therapy. 
Direct need-satisfaction in therapy is heterono- 
mous influence, par excellence. 
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ings if he wishes to maintain his original 
contract with the patient. But there is 
nothing special about sexual longings 
in this regard. The therapist, in my 
opinion, must also abstain from com- 
municating with others—say, writing 
a letter to a draft board excusing a pa- 
tient from military service, or writing 


a letter to a school recommending him — 


for a job—because every such act in- 
volves him in the direct satisfaction of 
the patient’s need. What I have de- 
scribed is similar to Freud’s thesis that 
analysis must be carried out in a state 
of abstinence, but is not quite identical 
with it. Freud’s idea apparently was 
that a measure of “instinctual frustra- 
tion” must be stimulated in the patient 
(by the analyst), in order to furnish 
steam, as it were, for the engine of an- 
alytic treatment. With this, I com- 
pletely disagree. The analyst, as I see it, 
neither frustrates nor satisfies the pa- 
tient’s real-life (extra-analytic) aspira- 
tions. He must, therefore, no more pro- 
hibit—say, the patient’s divorce until 
the end of the analysis—than he must 
gratify. The point is that the analyst’s 
work is to analyze—and nothing else! 
To recapitulate my main points, let 
me reiterate that given a patient able 
to learn from psychotherapy and able 
to make use of such learning in his real 
life, he will not—in a well-conducted 
psychotherapy—make undue demands 
on the therapist for the direct satisfac- 
tion of his needs. Indeed, he will have 
no pressing urge to do so, his only mo- 
tives in this direction being transfer- 
ences of his parentifying attitudes of 
childhood to the analyst. These will be 
recognized for what they are, while, at 
the same time, the patient will be able 
to satisfy his needs, to some extent at 
least, in his relationship with people 
other than the analyst. The patient's 
enjoyment of an excessively dependent 
or erotic relationship with the therapist 
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is a sign, as a rule, that the patient is 
unsuited to psychoanalytic psychother- 
apy, or that the therapist, out of his own 
needs, has encouraged the patient’s ex- 
pectations of direct need-satisfactions 
from him. In sum, then, I am prone to 
regard both intense pain and intense 
pleasure in therapy as warning signs® 
signalling that things are not proceed- 
ing well. 


SoME COMMON VIEWS ON THE PATIENT’S 
SUFFERING IN PSYCHOTHERAPY 


Psychiatrists and patients alike en- 
tertain certain general ideas on what 
suffering in psychotherapy means. I 
shall attempt here no more than to 
briefly review the most frequent in- 
terpretations of this phenomenon. 

In so far as psychotherapy is a com- 
plicated learning and teaching experi- 
ence—and one, moreover, in which the 
“student” is never formally examined 
on what he has learned—it can be 
rather difficult to assess whether the 
process is “really” taking place. How do 
patient and therapist know whether 
psychotherapy is effective? The prob- 
lem of how to assess the nature and ef- 
fectiveness of psychotherapy is a vast 
problem in itself, and no attempt to 
discuss it will be made here. It does 
seem to me, however, that one definitely 
incorrect way to assess this process is 
by focusing attention on whether the 
patient suffers! Psychotherapists as well 
as patients often assume that the pa- 
tient’s suffering is an index of his par- 
ticipation in the treatment, and of his 
working through of conflicts. While 
clearly the revival of old, painful 
memories and their working through 
may be painful, this should not lead to 
the inference that suffering signifies a 
meaningful therapeutic process. 

This idea is probably based on a host 
of beliefs prevalent in western culture. 
The question: How do we judge the 
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value of psychotherapy? is really a sub- 
species of the larger question: How do 
we judge value? We may judge value, 
first, by clearly established empirical 
criteria. For example, the value of a 
share of General Motors stock is the 
number of dollars it will bring on the 
open market. The task of judging the 
value of something not easily measured 
by economic or other empirical cri- 
teria poses a much more difficult prob- 
lem. For example, what are college 
education, a good marriage, or psycho- 
therapy worth? Historically, one of the 
answers western man gave to this ques- 
tion is to measure value by the 
amount of suffering it justifies. The 
fatherland is extremely valuable; we 
prove this by our willingness to sacri- 
fice our lives for it. Our “love” for 
mother, father, brother, sister, wife, 
son, daughter, and others may simi- 
larly be measured by what we are will- 
ing to sacrifice for them—that is, by the 
amount of suffering we are willing to 
endure, allegedly for their benefit. This 
is an exceedingly pervasive idea. In 
this connection, consider the notion 
that the patient has to pay enough (for 
therapy) to “hurt” him, or that therapy 
has to be protracted. What is easily or 
effortlessly won is mistrusted. There is 
a deep-seated suspicion that things eas- 
ily won are probably not worth much, 
or that knowledge or skill pleasurably 
and effortlessly acquired probably have 
not been learned well* May I suggest 
(perhaps half-seriously) that we call this 
the “Schweitzer complex.” 

Men like Faraday, Edison, or Flem- 
ing surely have contributed immeasur- 
ably to the general human welfare. Yet, 
they are not revered like Albert 
Schweitzer. I submit that one of the 
reasons for this is that they have en- 
joyed their work and have not kept 
this a secret. In contrast, the self-sacri- 
ficial character of missionary work— 


portraying, as it does, the descent of a 
learned and sophisticated man into the 
midst of much simpler folk, and his 
abnegation of the comforts of civiliza- 
tion and the fellowship of like-minded 
men—signifies suffering on a grand 
scale (to the onlooker). This, in turn, 
is interpreted as the unfailing sign that 
he who labors in this manner is engaged 
in a most worthy task. 

A related conception, also quite com- 
mon, is that great emotional unheavals 
during therapy—particularly of a pain- 
ful nature—must accompany the mo- 
bilization of significant conflicts and 
their working through. The patient has 
little difficulty learning what his thera- 
pist expects of him. If the therapist ex- 
pects suffering, the patient probably 
will display it! Needless to say, this 
does not ensure that conflicts have, in 
fact, been mastered, anymore than the 
proverbial sign: “The dog does not 
bite” is a guarantee that the dog will 
fulfill the promise. 

This discussion would be incomplete 
without reference to suffering in treat- 


ment as part of the patient’s general 


masochistic strategy. The so-called an- 
hedonic person, who cannot enjoy any- 
thing, is often involved in what seems to 
me to be a subtle kind of coercive 
strategy with real (external) or imagi- 
nary (internal) objects. His lack of en- 
joyment, or his positive suffering and 
self-punishment, serve as constant com- 
plaints to and demands on_ those 
around him.*: 5 

This type of behavior makes it espe- 
cially important to distinguish two 
very different types of human situation. 
It is one thing to feel distress or pain 
when one is confronted with a difficult 
task that must be mastered. It is quite 
another to expect that life wil! be a dif- 
ficult, painful experience no matter 
what one does. This “fixed” expecta- 
tion of unhappiness is, as a rule, a very 
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complex defensive mechanism. It pro- 
tects the person against having to ex- 
ert himself in his own behalf, while at 
the same time it makes him feel en- 
titled to make never-ending demands on 
his human environment. The crux of 
this strategy may be paraphrased as 
follows: “You must give me what I need 
(or want), but what I will receive will 
probably be the wrong thing, so I shall 
still be unhappy.” Such a patient, con- 
fronted by a therapist under the sway 
of the Schweitzer complex, will develop 
the most impressive and prolonged ca- 
reer of suffering in therapy. Short of 
the utter exhaustion of one of the par- 
ticipants—with aging, boredom, or 
money, as the case may be—virtually 
nothing can bring to a halt such a per- 
fect meeting of two minds. With this 
type of case, effective psychotherapeutic 
work is most likely to result in the mit- 


igation of suffering—and, indeed in 
overt enjoyment—both within and out- 
side of the therapeutic situation. Here, 
happiness rather than suffering is the 
sign of working through and therapeu- 
tic progress. 
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Relief of suffering has remained a chief 
task of the psychiatrist. Theoretical and 
clinical considerations, however, point 
to the necessity of making a differential 
diagnosis of various forms of suffering. 
Their meaning and _ psychodynamics 
vary widely, and they require very dif- 
ferent approaches in therapy. 

There is no doubt that severe gen- 
uine suffering often occurs in mental 
illness. This suffering may be all- 
pervasive, as in a schizophrenic depres- 
sion, about which Minkowski reports. 
The patient experiences his whole be- 
ing in the world as a mere suffering 
imposed on him by the environment. 
He describes his feeling: “Everything 
will be cut off of me except just what is 
necessary in order for me to suffer.” 


Real suffering does not occur only in 
psychotic patients. The obsessive-com- 
pulsive and the phobic patient suffer 
from the self-imposed restriction of 
their lives, and the neurotic patient 
comes to us mainly to get relief from 
his suffering. But what does he suffer 
from and how does he hope to get re- 
lief? The answer to this question con- 
tains a paradox inherent in psycho- 
analytic therapy. Does the patient come 
because he is aware that he suffers from 
what Kierkegaard called “sickness unto 
death,” the loss of his self? Does he hope 
to find or regain it with the help of 
the therapist? By no means. 

“The loss of one’s own self,” Kierke- 
gaard writes, “may pass off as quietly 
as if it were nothing. Every other loss, 
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that of an arm, a leg, five dollars, a 
wife, is sure to be noticed.”? The pa- 
tient begins to lose his self, or rather to 
move away from it, long ago, in child- 
hood. To own and develop his self, he 
needs love and full acceptance of his in- 
dividuality. He has not got it. He ex- 
periences basic anxiety. If one is not 
loved for what one is, one can at least 
be safe, safe perhaps by being very good 
and being loved for it, or by being very 
strong and being admired or feared 
because of it, or by learning not to feel, 
not to want, not to care. He starts un- 
consciously to mold himself in accord- 
ance with such an image, puts all his ef- 
forts into becoming what he feels he 
should be. He becomes more and more 
alienated from himself. He suffers from 
the fact that he is not able to actualize 
the other, the ideal self. 

Kierkegaard, with the deep insight 
gained from his own suffering, knew 
this. He speaks in his book, The Sick- 
ness Unto Death, of the man whose at- 
tempt at mastery and self-glorification 
has failed: 

“Because he did not become Caesar 
he now cannot endure to be himself. 
In a profounder sense, it is not the fact 
that he did not become Caesar which 
is intolerable to him, but the self which 
did not become Caesar is the thing that 
is intolerable; or, more correctly what 
is intolerable to him is that he cannot 
get rid of himself...” 8 

And there is the woman whose at- 
tempt at surrendering love likewise has 
failed: 

“A young girl is in despair of love 
. . . She despairs over her lover . . . no, 
she is in despair over herself. This self 
of hers, which, if it had become ‘his’ 
beloved, she would have been rid of it 
in the most blissful way . . . this self is 
now a torment to her (when it has to 
be a self without him) . . . has now be- 
come to her a loathsome void.” 3 


And now he or she comes to the ther- 
apist to get relief from suffering, which 
means: he wants to be freed completely 
from that hated self. The therapist is 
expected “to remove all impediments 
... to an undiluted triumph or a never- 
failing magic will power, or an irresisti- 
ble attractiveness.” 4 

Here lies the paradox. The therapist 
wants to help the patient to move in a 
“centripetal” direction, to reconnect 
him with the vital roots in his self, but 
the patient wants to improve and to 
accelerate his “centrifugal” move away 
from the despised self that failed. Or at 
least he expects to be freed from suf- 
fering and anxiety. Reassurance may 
remove suffering. But in doing so, it 
blocks awareness and destroys the pa- 
tient’s chance for growth and change. 
All too often the patient gets what he 
wants: a therapist who complies with 
his expectations for a painless (because 
changeless) “cure.” 

Martin Buber®> mentions a woman 
who took another woman’s husband, 
and later became herself the victim of a 
similar fate. She withdrew from life 
and experienced severe suffering. The 
analyst succeeded so thoroughly in 
“healing” that the suffering fully 
ceased. The patient lived her life to 
the end amid an abundance of super- 
ficial relationships, fully absorbed in 
“shallow living.” Here the therapist had 
succeeded in perfecting an alienation 
which, before the start of therapy, had 
still been so incomplete that the pa- 
tient had begun to become aware of 
conflict and guilt. 

Buber calls this “successful cure” the 
“exchange of hearts.” The new artifi- 
cial heart functions very well. It no 
longer hurts. Only a heart made of 
flesh and blood can hurt. The therapist 
had removed that anxiety, that “rest- 
lessness of the heart” (Pascal) which 
could have become the turning point 
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in her life, the start of her turning 
toward herself. Therapy had been “suc- 
cessful” because it was tranquilizing 
and anesthetizing. I believe there are too 
many tranquilizers and anesthetists at 
work in the guise of psychotherapists. 

The meaning of suffering is different 
in the patient who glorifies his martyr- 
dom, who, as Horney said, drinks his 
suffering like Burgundy and dreams of 
dying, of being executed while the by- 
standers, too late, acknowledge his 
greatness. Idealization of suffering here 
often covers strong, compulsive, self-ef- 
facing, self-eliminating strivings of 
whose demanding-dependent aspect the 
patient may be completely unaware.® 

Different again is the role of suffering 
in the patient who feels that suffering 
is his only way to get that attention 
or “love” without which, because of his 
self-effacement, he feels unable to sur- 
vive. He often uses suffering to relieve 
his own guilt and to produce guilt in 
others. Here is the mother who, through 
her suffering self-sacrifice, generates 
that guilt in her children which she 
needs to keep them bound to her and 
to prevent them from starting their own 
lives. Here belongs the wife or the hus- 
band who use suffering to accuse the 
partner and to excuse themselves, and 
the obese girl whose self-destructive 
overeating is motivated by her often 
unconscious, violent hostility against 
her mother. 

Then there is the injustice-collector 
and the patient to whom his suffering, 
his feeling abused, has become the 
highly treasured, though often uncon- 
scious, justification of a whole life pat- 
tern filled with vindictive rage and de- 
structive hostility—as, for example, 
Duerrenmatt shows in his play, “The 
Visit.” 

The actual suffering here becomes 
completely overshadowed by the power 
of vindictiveness for which the suffer- 


ing is being misused. The dynamics are 
similar to that in traumatic neurosis in 
which the original trauma is overgrown 
by tremendous claims and irrational 
demands that are directed finally 
against the whole world. 

For the therapist who analyses such 
patients, it is of vital importance to 
remain aware of the meaning suffering 
has with regard to the analytic process 
and the analytic relationship. He may 
witness a “negative therapeutic reac- 
tion” based on the unconscious fear of 
the patient that, together with his suf- 
fering, he will surrender the only avail- 
able basis of his existence. But the thera- 
pist often is not aware of what one 
could call the “negative therapeutic 
reaction” in himself, which is a reac- 
tion that actually negates therapy. 

Motivated by his own anxiety, se- 
duced by the patient’s suffering, he 
stops analysing, turns exclusively to 
support, reassurance, and guidance. 
Thus he neglects his true task, most 
needed just at this time: to bring to 
the patient’s awareness the meaning of 
his need to suffer and to use this suf- 
fering to paralyze the therapist, to de- 
feat the analysis, and to preserve the 
status-quo. 

Different forms of suffering also may 
occur in the therapist. He may suffer 
neurotically from the frustration of his 
furor therapeuticus, resent that his pa- 
tients do not change or get “cured” 
quickly enough to provide evidence of 
his therapeutic power. But he may also 
experience genuine suffering when, 
again and again, he witnesses the un- 
necessary, self-made suffering of the 
neurotic and the tremendous waste of 
human energy and potential caused by 
mental illness. It is this suffering that 
Strindberg, in his “Dream-Play” con- 
denses in one sentence: “Es ist schade 
um die Menschen” (Oh, the pity of itl). 

And there is suffering for both, the 
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patient and the therapist: “growing 

pain” in the process of maturation, ex- 

istential suffering which is unavoidable 

when we get fully involved in life. This 

is experienced most strongly, accepted 

and often even welcomed by the creative 
on. 

Proust felt that “only suffering can 
teach us about life,’”’ Rilke talks of the 
“man who wastes the chance his suffer- 
ing gives him,” and Oscar Wilde, sur- 
rendering his excessive pride, writes in 
“The Ballad of Reading Gaol”: “Noth- 
ing in the whole world is meaningless, 
suffering least of all. . .. My nature is 
seeking a fresh mode of self-realiza- 
tion.” 

Some suffering is unavoidable in ef- 
fective psychoanalytic therapy. This 
statement in no way refers to Freud’s 
assumption that success in therapy is 
connected with the fact that the patient 
has to suffer from the sacrifice con- 
tained in the payment of a fee to the 
therapist. The mere existence and suc- 
cess of psychoanalytic clinics, which 
charge no fee or only a very low one, 
is evidence of the fact that this suffer- 
ing is not necessary. 

Another much deeper form of suf- 
fering, however, cannot be avoided. 
Psychoanalytic therapy attempts to pro- 
mote self-realization through steadily 
growing self-awareness and self-confron- 
tation. This requires from the patient a 
great emotional sacrifice: the surrender 
of his most cherished illusions, his ideal- 
ized self-image. His “great love” may 
reveal itself as morbid dependency, his 
“mastery” as sadistic exploitation, his 
“self-sufficiency” as fear of close rela- 
tionships, his pride in intellect as fear 
of feeling. 

Such emotional insight is painful. It 
becomes possible and constructive only 
if two conditions have been fulfilled. 
One is the warm climate of a mutually 
trusting doctor-patient relationship in 


which the patient feels fully accepted as 
he is, with his neurotic limitations as 
well as with his healthy potentials. Only 
then can he gradually abandon his de- 
fense, the anxiety charged attempt to 
gain acceptance through suffering. The 
other requirement is that the patient 
must have achieved a degree of inner 
strength, based on a beginning accep- 
tance of self and reality, that he can 
face the experience of self-confronta- 
tion and use it constructively.” 

Unnecessary, avoidable suffering oc- 
curs if these requirements are not 
fulfilled: if the timing of the therapist 
is wrong and the patient is exposed, 
unprepared, to the shock of self-con- 
frontation. This kind of suffering is 
not only unnecessary, it is harmful to 
progress in therapy. Such a therapist 
may well be compared to the figure of 
Hickey in O’Neill’s “The Iceman 
Cometh.” He confronts his companions 
with their Lebensluege, the illusionary 
character of their self-images, without 
any preparation and leaves them hope- 
less, paralyzed, emotionally dead. Pre- 
tending to bring truth and life, he 
brings destruction and death. 

Effective therapy requires emotional 
involvement in conflict, particularly in 
the in-between phase of therapy, which 
could be called the phase of “death and 
renewal.” The old neurotic self which 
provided some safety at the price of 
freedom is dying, while the new health- 
ier self still appears too weak to face 
life. Otto Rank saw the path of the 
creative individual leading again and 
again through suffering during crises of 
separation, separation from the mother, 
from friends, from the therapist. The 
most severe suffering, however, is in- 
herent in the separation from the old 
self. We need courage to become our- 
selves. 

The task of the therapist is similar to 
that of a good obstetrician: not to in- 
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terfere with the process of labor by 
overuse of anesthetics and tranquiliz- 
ers, but to help the patient to go 
through the suffering, which is una- 
voidable in giving birth to his new self. 
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Pain is a tenet of existence. There can 
be no life without it. Education toward 
pain is the first responsibility of the 
analyst: to help the patient accept and 
become what he really is—a suffering 
human being. 

While I do not wish to sing a paean 
to pain, there is no denying its reality. 
The human tragedy is not that we suf- 
fer from conflicts but that we suffer 
from broken integration, in the sense 
that we never can achieve complete 
wholeness, or in the sense of having 
gone astray in life, or of having re- 
moved oneself from the real or authen- 
tic self, or of being split away or cut 
off from the source of our deepest emo- 
tional responses. This produces a divid- 
edness and alienation that spread path- 
ological anguish. At the same time we 
are not able to accept the pain and 
suffering that are natural and inevit- 
able facets of our lives. 

The ubiquitous cult of health and 
happiness is the villain in the piece. 
Our idealized image of ourselves dic- 
tates that we be strong enough to resist 
the slings and arrows of this non- 
sensical world of ours and not be af- 
fected by the absurdities of life. At all 
costs we feel obliged to be impervious 
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to pain in order to retain an appear- 
ance of “dignity.” Suffering is looked 
upon as ugly, debasing, humiliating. 
The patient experiences humiliation 
because he feels subjected to pain, be- 
cause he is not impervious to it, and 
because he suffers at the hands of an- 
other person, or in the presence of an- 
other. 

Real suffering, if the truth be known, 
elevates us. Real pain enriches and en- 
nobles us. If suffering has been consid- 
ered a perverse phenomenon of nature, 
it is because neurotic suffering is indeed 
perversity. Oriental philosophers and 
theologians have long sought to solve 
the problem of all suffering through 
spiritual transcendence or emotional 
detachment. This way of dealing with 
human tragedy can only be partly ther- 
apeutic, since it does not involve the 
whole person but tries to circumvent 
the problem rather that go to the core 
of it. The ancient Greeks have done 
better. Their mythical Sisyphus is or- 
dered to roll a huge rock up the side of 
a hill and topple it down the other 
side, but each time he nears the sum- 
mit the stone’s weight drives him back 
to the bottom. He wearily retrieves it 
and begins all over again. Why is he 
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subjected to this eternal pain and frus- 
tration? Because with unfailing en- 
ergy and cunning he seeks to outwit 
death. 

For analysts, a full grasp of human 
destiny is the basic premise and condi- 
tion in all our healing endeavors. We 
know that the proper image of man 
and man’s existence presupposes a 
great deal of actual suffering. But we 
also know that there is normal suffer- 
ing and there is neurotic suffering. It is 
up to the analyst to distinguish between 
the two in order to help the patient dis- 
card the neurotic and accept the real. 

The ache of true suffering lodges in 
the depths of the inner being, while 
the tension of anxiety pulsates on the 
surface. Genuine pain has an attract- 
ing action, pulling sympathy toward 
itself. But the tension of anxiety has a 
repelling quality, causing discomfort in 
others. True suffering is an expression 
of experience, while anxiety is a means 
of defense against experience. 

Hurt pride is an example of neurotic 
suffering. Whenever a patient’s ideal- 
ized image of himself is attacked, he is 
cut to the quick. His suffering arises 
from this threat to his image. There is 
a soreness of hypersensitivity that erects 
a defensive wall against pain and on it 
is written noli me tangere (don’t touch 
me). “I won’t let you cause me real 
pain. I can’t allow myself to suffer real 
pain, so I surround myself with a 
sheath of alerted tenseness to avert and 
repel the real pain.” 

At best, anxiety is caused and per- 
ceived as a peripheral suffering orignat- 
ing only at the points or planes of con- 
tact with the world, without ever 
involving the whole person. Real pain 
originates in the depths of the inner 
being. Anxiety indicates a person’s need 
to hold on to a semblance of unity, 
but no true integration can take place 
around such a makeshift. Anxiety may 


be described as a sensation, while pain 
is a feeling. 

Such anxiety sustains an alientation 
from the self which not only prevents 
the patient from perceiving reality, but 
is a threat to his being. His reaction to 
this danger is discomfort, fear, panic— 
all painful sensations. It stems from 
his acute awareness that the most pre- 
cious thing in life—the living of it— 
is not being fulfilled by him, not being 
consummated, but passed by. He knows 
the chill of unprotectedness, the heat of 
the world constantly crushing in, the 
weight of worldly obligations hammer- 
ing against his helpless inertia. Here on 
the border between being and non-be- 
ing he experiences a composite of real 
pain and neurotic suffering. 

There is the suffering caused by any 
threat to the idealized image posed by 
the milieu, perhaps to one’s standing 
in the community or to one’s position. 
In eloser concentric circles to the im- 
mediate surroundings of the patient 
(persénliche Umwelt), there is the suf- 
fering experienced through other peo- 
ple, through the neurotic investment 
in other people, through projection and 
externalization onto others. ’This suf- 
fering is caused by disappointment and 
frustration when people do not fulfill 
the needs of the patient, do not play 
their assigned roles. 

Coming a little closer, pain is some- 
times experienced in the patient’s phys- 
ical outskirts, in his body. Here we can 
distinguish the hypochondriacal forms 
of suffering or psychosomatic symptoms, 
the endless morass of pain for which 
no apparent organic causes can be 
found. 

The suffering a patient complains 
of at the beginning of his treatment is 
usually anxiety or dread, but it is not 
real pain. The site of neurotic pain, 
or locus doloris, lies in anxiety, but here 
there is no real ability to perceive the 
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original pain which was the forerunner 
of the anxiety itself. 

Lucy Freeman wrote in the preface to 
her Fight Against Fears,) “Then came 
a point in pain where I either had to 
accept suffering and give up all else or 
try to find a different way to stop tor- 
ment.” In contrast to this statement, I 
recall a patient who had just lost: her 
mother. She was obviously distraught 
and ridden with emotion, but her words 
belied it. “I’ve taken as much grief as 
I’m able to,” she said, and went on to 
tell in great detail about a party she 
had attended the day before and about 
another coming up that evening. 

Absence of pain is in itself painful. 
There is in many people an inability 
to suffer because of an inner deadness. 
What brought about this deadness? 
Was it the very struggle to deny pain? 
Yet there lingers regret because an im- 
portant event or a person has been 
made light of, skipped over, bypassed. 
All the while there lurks within the 
knowledge that this emptiness, this lack 
of pain, is the opposite of living. And 
surely so great a price was not antici- 
pated for what seemed at first such a 
small evasion. 

How poignantly the poet Rilke? sings 
of it with the solemnity of a hymn or a 
prayer: 


Denn selig sind die niemals sich 
entfernten 

Und still im Regen standen ohne 
Dach. 

(Blessed are they who never 
moved away 

But stood still in rain without a 
roof.) 


As analysts we are confronted by the 
whole spectrum of human suffering in 
the guise of all manner of anxieties 
and fears. These distortions, these 
neurotic modalities of the experience 
of pain all originate in pathological af- 


fliction. Dr. Horney® has described the 
function of neurotic suffering as a 
means of sustaining sickness. 

Despair is a quality of pain that 
comes from being cut off from life. 
Pain is experienced in the very core of 
our being. Having lost the core gives 
rise to despair. At the same time, de- 
spair is a reminder of the life that has 
been lost. Lost or hurt roots are the 
source of both neurotic and healthy 
pain. The crux of the matter lies in the 
difference in our response to this pain. 

Normal suffering is as large as life. 
Life is suffering. Each man encounters 
suffering because of the very nature of 
the human world of the human condi- 
tion. Who can deny the inevitability of 
death for man as well as beast? It is all 
part of reality. I remember a bullfight 
in Barcelona. The bull stood there, a 
ton of strength and will to live—but 
there was nothing for him to do to es- 
cape death. His existence was coming 
to an end in this enforced confronta- 
tion. There was another confrontation 
—that of the matador, whose body and 
mind were integrated into one purpose, 
one move, one triumphant gesture. The 
bull’s inescapability was enforced by 
outside powers; the matador’s by his 
own willful deliberation, utmost con- 
centration, complete personal involve- 
ment. He held life and death in his 
hand, in one crucial movement. In this 
single gesture he expressed the final- 
ity of pain—unavoidable and faced 
alone. 

Every man has the great task of be- 
ing responsible for his own life—for 
his oneness, his separateness, and his 
aloneness. At the same time, each man 
is responsible for his relatedness with 
others and his world. These two obliga- 
tions are inseparable and the failure to 
meet either of them causes realistic ex- 
istential pain. We suffer for our own 
sake and we suffer for the sake of others 
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and for the sake of our relationship 
with others. 

The important thing is that in pain 
man experiences himself in his alone- 
ness, in his separateness, in himself as 
an entity. The emotional experience 
of pain makes one separate entity of a 
human being. Because it is I, in the 
last extremity incommunicable, be- 
cause it is of all things the most mine, 
I feel it more deeply and own it more 
throughly than any other experience 
which is easier to share. The Spanish 
poet and philosopher Unamuno‘ 
wrote: “And how do we know that we 
exist if we do not suffer little or much? 
How can we turn upon ourselves, ac- 
quire reflective consciousness save by 
suffering?” Pain is one of the vicissi- 
tudes of normal growth. 

When we speak of the patient we 
mean a person who “suffers.” The very 
first meeting with a patient takes place 
in the valley of sorrow and pain. The 
patient is a wanderer, at the end of his 
rope, spent. He has wasted his time and 
opportunities and is lost in his floun- 
dering, beside himself, trapped in the 
futility of his condition. 

How is pain expressed or conveyed 
to others? The tonicity of the body is 
a subjective individual response to be- 
ing in the world—the drawing up of 
oneself, the stiffening of oneself against 
the impact of the world. But it also 
serves as communication and respon- 
siveness to others. Tonicity, posture, 
and gait are expressions of the immedi- 
ate connection with the world and with 
others. The patient symbolically indi- 
cates that this physical touch is the 
very instrument of referred or external- 
ized pain. 

Until the patient can _ struggle 
through the layers of his alienation to 
the throes of his agony, he is likely to 
perceive and complain of physical fa- 
tigue, physical sensations of being 
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bound, tied, and held back. These feei- 
ings are like two-way buffers facing in- 
ward and outward toward the world. 
Until such time as the patient can 
wrench free his pain, he resorts to us- 
ing devious language. Then the pain 
finds its direct language and existence 
through the formation of a word. 
Through his expression of pain we can 
easily follow the steps in the patient’s 
development. We go from information 
to expression to complaints to confi- 
dence and, at last, to sharing. 

The expression of a sensation or 
emotion finds its true home in the 
word. It carries the full weight of the 
cry that the patient has put into it. 
Out of diffuseness, pain is gathered and 
structured and finally finds its free ex- 
istence in a word spoken or silent, ut- 
tered to oneself or to someone else. 

The human need for expression is 
unending. Through expression the in- 
comprehensible changes into perplex- 
ity and perplexity turns into curiosity. 
Language is the strongest instrument 
in creating community. The spirit is in 
the language because the language is 
the vehicle for expression. Goethe’ 
wrote, “God gave me the gift to say how 
I suffer.” 

Togetherness in pain, as well as in 
joy of coexisting individuals, is the 
common destiny of all men. “The 
abyss calls to the abyss,” wrote Buber.® 
Analyst and patient are in a human 
place, both on the common ground of 
being. 

The progress of psychoanalytic treat- 
ment in regard to pain may be sec- 
tioned into three essential phases: free- 
dom to examine, freedom to choose, 
and freedom to be. In the first phase 
the sources, authenticity, and degree of 
pain are examined. In the second, 
places, people, and occasions are looked 
at without the need either to embellish 
or besmirch them. In the third, the pa- 
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tient is able to come in contact with 
life which he had not grasped before. 

In real and authentic pain the whole 
man exists. He is contained in this 
unique experience. The psychoanalyst 
becomes the Other to one’s pain. Con- 
tingent on the experience of suffering 
is the feeling of loneliness. The psy- 
chotherapist must exercise tact and dis- 
cretion, allowing for time to witness 
rising pain without interfering. Yet he 
has to assist the lonely blunderer and 
spare him unnecessary suffering. It is in 
the mutuality of both their inner ac- 
tions that much ground can be covered 
and freshly appropriated as a living 
area. The deserted places of unlivable 
anguish are rendered habitable. 

The meaning of suffering in therapy 
lies in the struggle to work through and 
reduce neurotic pain by casting aside 
imaginary and defensive idiosyncrasies 
and coming to the source of real pain. 
It is in the shared experience of this 
difficult effort that the patient can ar- 
rive at his authentic pain and begin to 
accept himself with his mistakes and 
misdeeds. Accepting the truth, ac- 
knowledging the reality of what actu- 
ally took place transforms cowardice 
into courage. 

In the act of acceptance we can dis- 
tinguish the degree of seriousness of 
the painful involvement. Mistakes may 
be accepted with regret. Errors of con- 
ception, illusion, delusions may be ac- 
cepted with horror. Bad deeds may be 
accepted, not only with deep regret, but 
with guilt. Errors of distortion have 
their repercussions in shame, and pain- 
ful recriminations arise where there 
had. been total lack of comprehension. 

A world of difference lies between 
the kinds of feelings that stem from 
sins of omission (not having been there, 
not having availed oneself of critical 
judgment, having been smitten with 
blindness), and those growing out of 


sins of commission. Omission, absten- 
tion, and reservation are caused by 
fear and inhibition: “I can’t believe it. 
Did this really happen?” Commission 
is triggered by recklessness and lack of 
restraint, and the reaction is to disown 
these erratic impulses: “I don’t know 
what came over me when I did that.” 

From tact, respect, a chosen distance, 
the therapist moves toward witnessing 
his patient’s pain without flinching. He 
is able to evoke pain with courage. He 
is able to sympathize devotedly. This re- 
latedness of the analyst to the patient’s 
suffering is of inestimable value. We 
learn to care for each other, for the 
broken and crucified. Eliminating criti- 
cism we try to establish communion 
beyond values. 

When there is less need to ward off 
and more liberty to examine, the in- 
tensity of neurotic suffering diminishes. 
The patient does not feel overwhelmed 
by pain, averse to being touched, 
crouched in his barricaded corner of 
safety. He can now choose points of 
contact. His doubts about preconceived 
standards, about his values and convic- 
tions, represent his first tentative hand 
clasp from behind the defensive wall. 
With this freedom to choose, places of 
pain may be revisited and reevaluated. 

The path taken by the patient winds 


‘tortuously over the rocky road from the 
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devious, circumstantial, displaced ex- 
perience of suffering to the authentic, 
legitimate, concise pain. The therapist 
accompanies him along the way. Hav- 
ing been in pain, having dwelt in pain, 
they can come out into the clearing of 
serenity. For pain endured and not 
avoided, shouldered and not dodged, 
fulfilled and not frittered away, 
strengthens both the feeling of personal 
uniqueness and togetherness. 

It is true that there is a certain inso- 
lence in exposing the nakedness of 
agony to the light—to the listener. To 
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have a witness to one’s misery, an af- 
firmation of one’s helplessness, one’s 
weakness, runs counter to human dig- 
nity and self-respect. After all, man 
ought not to know more of a thing than 
he can live up to. However, it is this 
belief that it is impossible to live with 
truth that forces one into illusion. 

Endless tomes have been written 
about man’s wish, effort, and capacity 
to realize himself, to achieve the feel- 
ing of satisfaction, to experience joy 
and reaching those peaks of experience 
that offer fulfillment. But relatively 
little has- appeared in the psychoana- 
lytic literature about those inverted 
peaks, the depths of pain, which also 
belong in the landscape of life. Thera- 
peutically, it is sometimes necessary to 
help the patient level these peaks and 
distribute them into many little hills 
more in keeping with his capacity, so 
that the ascent and descent will not be 
so steep. 

When we consider that all human 
experiences are part of the substance 
of existence, it is plain that all func- 
tions of healing belong together. Frag- 
mentation or exclusion of a modality of 
experience, as for instance pain, re- 
stricts life itself. 

There is a joy in being better able to 


endure pain, an intimation of becom- 
ing what one is. To experience dis- 
tinctly just this one unique feeling with- 
out discoloration, addition or distortion 
means to be already in the roots of ex- 
istence. How significant it is that be- 
fore the days of childbirth without 
pain, women reported after delivery 
with its excruciating labor pain that 
they experienced an immediate cessa- 
tion of pain—that it was instantly 
eradicated by a welling up of unbe- 
lievable joy. One would hardly think 
such a phenomenon possible in the 
midst of utter exhaustion. Perhaps this 
all-involving agony carries strength 
within it. Involvement, commitment, 
participation bring about fulfillment. 
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A CRITIQUE OF HORNEY’S THEORY 
OF ANXIETY 


S. RUDOLPHSON 


EEP-SEATED ANXIETY Causes constant 

suffering to modern man, who lives 
in a world of perpetual crisis. Great 
men, particularly Albert Einstein, have 
urged us for many years to re-orient 
our thinking in order to save ourselves 
from the chaos into which humanity 
seems to be plunging. Yet all these ap- 
peals have found no response. The 
problem of anxiety, which is the nu- 
cleus of all neuroses and psychoses, con- 
tinues to remain unsolved. This fact is 
expressed by Basowitz in his book, 
Anxiety and Stress: “Although the cen- 
tral position of anxiety in psychological 
dysfunction has long been recognized, 
our present understanding of the prob- 
lem is not much more complete than 
Freud’s final sentence on the subject, 
‘non liquet’ (it is not cleared up).”! In 
psychoanalysis and psychotherapy we 
can only hope to reach further progess 
after the cause of anxiety has been 
found. Consequently, this is the most 
urgent and important task. 

To reach a basis for our inquiry let 
us see what Horney thinks about neu- 
rosis: “A neurosis is a psychic disturb- 
ance brought about by fears and 
defenses against these fears and by at- 
tempts to find compromise solutions for 
conflicting tendencies.’ 

She considers what she calls “basic 


anxiety” the cause of these fear reac- 
tions. What does she meaa by this? ““The 
condition that is fostered or brought 
about by the factors I have mentioned, 
or by similar factors, is an insidiously 
increasing, all-pervading feeling of be- 
ing lonely and helpless in a hostile 
world. The acute individual reactions 
to individual provocations crystallize 
into a character attitude. This attitude 
as such does not constitute a neurosis, 
but it is the nutritive soil out of which 
a definite neurosis may develop at any 
time. Because of the fundamental role 
this attitude plays in neuroses I have 
given it a special designation: the basic 
anxiety; it is inseparably interwoven 
with a basic hostility.”* Basic anxiety 
is thus considered the only efficient 
cause to set the neurotic process going 
and keep it going. Finally, “manifest 
anxiety” (Horney) may set in. 

Horney then presupposes the devel- 
opment of neuroses in the following 
form: unfavorable factors, basic anx- 
iety, fears and defenses against these 
fears, manifest anxiety. On one hand, 
therefore, anxiety as “basic anxiety” 
may be the cause for the development 
of neuroses and, on the other hand, as 
“manifest anxiety” it is the conse- 
quence of a developed neurosis. The 
first form of anxiety then provokes fear 
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reactions which in their turn are sup- 
posed to produce subsequently the sec- 
ond form of anxiety. 

These correlations between fear and 
anxiety, assumed or observed by Hor- 
ney, make it necessary to clarify what, 
according to her, distinguishes these 
two conceptions: “Fear is a reaction that 
is proportionate to the danger one has 
to face, whereas anxiety is a dispropor- 
tionate reaction to danger.”* Horney 
tries to illustrate the difference between 
fear and anxiety by an example: the 
danger situation caused by a burglar. 
In reaction to this danger, simultane- 
ously perceived by a mother and her 
daughter, only the latter takes action. 
“The mother,” says Horney, “felt help- 
less toward the danger, the daughter did 
not: the mother had anxiety, the daugh- 
ter had fear.”’5 

According to this argument there ex- 
ists no fundamental qualitative differ- 
ence, but only a quantitative difference, 
between fear and anxiety. The way of 
reacting in the presence of a known 
danger seems to be decisive for the dis- 
tinction between these two feelings. 
But this definition is not compatible 
with the statement that “the puzzle in 
neurotic anxiety is the apparent ab- 
sence of danger provoking the anx- 
iety.”6 Or should we here deal, apart 
from “basic anxiety” and “manifest anx- 
iety,” with a third form of anxiety 
caused by a known danger? 

We cannot hope to reach a solution 
to the problem of anxiety as long as we 
assume the existence of three different 
forms of anxiety. We feel it is abso- 
lutely necessary to arrive at a single 
conception of anxiety. Accepting as a 
generally recognized fact that the cause 
of anxiety, in contrast to that of fear, 
is unknown to the patient, we will try 
to define the two conceptions. 

In fear, the individual expresses con- 
sciousness of the danger that threatens 


him. As the cause of fear is easily per- 
ceived, the endangered person has the 
possibility of acting in a way adequate 
to cope with the danger. It does not 
matter whether the individual in ques- 
tion escapes it or meets it actively, it 
is fear nevertheless. 

Anxiety, in contrast to fear, does not 
seem to represent a warning signal of 
danger, because the senses cannot per- 
ceive any danger from without or 
within. The cause of anxiety is abso- 
lutely unknown to the individual’s 
consciousness. Therefore the individual 
can neither flee nor fight anxiety. He is 
entirely in the grip of anxiety and at its 
mercy. There is no escape. Anxiety, in 
contrast to fear, has no object. 

On the basis of these definitions, we 
can now discard Horney’s third form of 
anxiety. We have proved that it is true 
fear. 

In order to clarify the concept of 
“basic anxiety,” we must first ask our- 
selves what are the “unfavorable fac- 
tors” or “adverse environmental influ- 
ences” that cause “basic anxiety”? 
According to Horney, these factors arise 
from the specific cultural conditions un- 
der which we live and from disturb- 
ances in human relationships. The 
validity of the first assumption can nei- 
ther be proved nor disproved. It seems 
easier, however, to prove that disturb- 
ances in human relationships cause 
“basic anxiety.” 

If the phrase “human relationships” 
refers both to the care parents give to 
the normal physical and intellectual de- 
velopment of their children and the ex- 
istence of a good emotional relation- 
ship, then in the absence of such 
relationships we shouid find “basic anx- 
iety’—“uncertainty,” “hostility,” and 
“timidity.” How then can we account 
for the above symptoms? 

The normal adult will not lose his 
security because someone behaves in an 
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unfriendly or even hostile maner to- 
ward him. Through success in his pro- 
fessional and private life he knows he 
has no occasion to doubt his ability and 
capacity as compared to his fellow man. 
The child, on the other hand, is com- 
pletely dependent on his immediate en- 
vironment for building up a conscious- 
ness of self-worth. If his parents’ 
affection proves to him that he is deserv- 
ing of love, he will not doubt his worth 
and will grow up with a feeling of cer- 
tainty about it. Similarly, he acquires 
his feeling of security because he feels 
protected. He will develop neither 
“basic anxiety” nor “basic hostility.” 

On the other hand, the child, who 
grows up without such qualities in his 
human relationships will develop “basic 
anxiety” arising from the, disturbances 
in his sense of self-worth. Therefore he 
feels uncertain. Such consequences may 
be evoked not only by insufficient but 
also by excessive care. For the latter at- 
titude, too, does not allow the child to 
develop himself in competition with 
others. He depends on his parents and 
does not achieve self-realization. 

What then causes Horney’s “basic 
hostility” and “timidity,” feeling states 
she considers as accompanying or wad 
lowing “basic anxiety”? 

The human being who does not sat- 
isfy his bodily needs remains unsatis- 
fied (unbefriedigt). He who does not 
satisfy (befriedigen) his psychic needs 
becomes discontent (unzufrieden). The 
dissension (Unzufrieden sein) which is 
the consequence of his soul’s discord 
(Unfrieden) leaves him at war with 
himself. This life situation provokes a 
hostility against those who do not give 
him the love he needs for maintaining 
his psychic peace (Frieden). 

The hostility bred by uncertainty 
thus is the consequence of the patient's 
lack of peace with himself and others. 
The consequent nervous tension may 


be discharged by aggression against his 
fellow creatures, or expressed in cruelty 
to animals, and as a destructive drive 
toward objects around him. 

To realize that feelings of insecurity 
are an inevitable consequence of uncer- 
tainty about being loved needs no de- 
tailed argument, for uncertainty is 
identical with an individual’s doubt 
about himself, about his self-worth and 
about his abilities as well. If an individ- 
ual doubts his worthiness in the affective 
area—that is, his lovability—he must 
also doubt his value in the physical 
and intellectual areas. In consequence, 
he will be overcome by feelings of in- 
security in all his feeling, thinking, de- 
siring, and doing, which Horney calls 
“timidity.” This also explains the de- 
velopment of indecision, a frequent 
neurotic character trait. 

As “basic anxiety” has hardly any- 
thing in common with what is generally 
understood by anxiety, and nothing 
whatsoever in common with the anx- 
iety states in patients, we will from now 
on replace the term “basic anxiety” by 
“uncertainty.” 

Why does “uncertainty” bring about 
neuroses? Horney thinks that the child 
in dread of potential dangers must de- 
velop certain “neurotic trends” which 
permit him to cope with the world with 
some measure of safety. Horney calls 
the three principal forms of neurotic 
behavior movements against, away 
from, and toward others. 

As to the first kind of conduct, we 
have already clarified the reason for 
the development of hostile behavior on 
the neurotic’s part as being a necessary 
consequence of existing uncertainty. 
Naturally, this form of neurotic trend 
can ward off neither uncertainty nor 
its consequence, insecurity. 

The second form of behavior, mov- 
ing away, is caused by the neurotic’s 
conviction of being unlovable. He will, 
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therefore, not expose himself to possi- 
ble defeat. He will prefer to withdraw 
from all human contact rather than 
run the risk of increasing his insecurity 
by eventual failure. His soul’s conse- 
quent persisting discontent and loneli- 
ness intensifies his suffering. 

What about those neurotics who use 
moving-toward as a solution of their 
life problem? Do they not employ a 
normal adjustive technique to overcome 
uncertainty? The fact is that they will 
never reach a true living together with 
others, but at best a living beside. They 
will never really give themselves affec- 
tively. Mistrusting themselves they will 
forever fear detection as unworthy. Un- 
worthiness would preclude the main- 
tenance of the social contacts that are 
indispensable to them. Thus there is no 
inner peace for this type of neurotic 
either. 

Summing up, this basic disturbance 
of the soul is always an affective one. 
This does not mean that a neurotic is 
incapable of affection, but he uses his 
coldness as a defense to ward off further 
disappointments. A neurosis is always 
a loss in affective communication and 
therefore a loss of human contact. Thus 
seen, sexual disturbances (Freud), social 
conflicts (Adler), and transcendental 
difficulties (Jung) are no more than con- 
sequences or symptoms of the soul’s af- 
fective discontent. 

Now we have found the necessary 
basis for a discussion of the problem 
of anxiety. Referring to Freud, Horney 
says: “If we accept the premise that anx- 
iety is a response to a threat to a vital 
value, we should examine, without 
Freud’s theoretical preconceptions, what 
it is that the patient feels to be endan- 
gered by his hostility.”"? Horney answers 
this question: “. . . the formulation ap- 
pears warranted that what is endangered 
in the neurotic’s anxiety is his partic- 
ular neurotic trends, that is, those 
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trends on the pursuit of which his safety 
rests.””8 

This explanation is a description of 
the neurotic’s general situation in which 
he always feels “anxious” because “on 
the whole the neurotic trends render 
a person still more insecure” and “fur- 
ther alienate the individual from him- 
self.”® But this does not explain the at- 
tacks which are typical of anxiety 
neuroses. Moreover, the explanation 
throws no light either on the patient’s 
chief complaint and constant concern 
as to a possible outbreak of insanity at 
any moment, or on the bewilderment 
which makes him ask so frequently, 
“Who am I?” 

We will first discuss the hostile tend- 
encies which may cause serious anxiety 
crises. The healthy person can find 
reasons for his rage; the neurotic can- 
not. When, for example, the neurotic 
experiences a wish to hit his unknown 
neighbor while sitting in a bus, he 
thinks that such an unmotivated im- 
pulse might be the beginning of insan- 
ity. His fear of insanity will be even 
stronger when suddenly, without any 
provocation, he feels an urge to inflict 
bodily harm on his beloved children. 
Moreover, in view of such contradictory 
urges he must doubt his identity. He 
therefore, asks himself, “Who am I?” 

The cause of hostile reactions toward 
other people is the following: such neu- 
rotics do not risk discharging their 
wrath upon the actual persons who pro- 
voke it by unloving behavior. There- 
fore they have to repress their hostility, 
which later erupts against innocent 
people, often to the point of murderous 
impulses. 

The patients whose neurotic trends 
consist of a “movement away” show the 
same symptoms. For reasons we cannot 
discuss here, everything connected with 
love has always brought about suffering 
and guilt feelings for them. Therefore 
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they do not risk satisfying their sexual 
feelings and frequently repress them. 
Their reappearance, even in the most 
disguised form, provokes the same sen- 
sations and bewildered thoughts as 
those described above. 

Neurotics with the tendency to 
“move toward” likewise have the sensa- 
tion of a complete loss of their feelings 
of identity and are haunted by a dread 
of becoming insane. But in these cases 
we generally find a repression neither 
of hostility nor of sexuality. For these 
patients the fear of being detected is 
the “motor” which causes the develop- 
ment of an anxiety neurosis. Convinced 
of their worthlessness, these patients 
never dare to show their feelings of af- 
fection. Therefore they can not behave 
naturally with people they meet. Their 
amiability and friendliness in society 
are insincere. Their social success only 
proves to them that they are 
actors who know how to fool their fel- 
low men. They consider themselves im- 
posters. The more they succeed in dem- 
onstrating their good character by 
serving and helping everybody around, 
the worse they feel. They regard their 
ability to deceive their environment as 
evidence of their bad character. Such a 
patient may have anxiety attacks when 
he looks into a mirror because he is at 
a complete loss at the moment as to his 
true personality: Is he the one he sees 
in the looking-glass or is he the other 
one he feels and thinks he is? 

All these neurotics—no matter which 
of the three forms of neurotic attitudes 
they have developed—believe a second 
force exists in them whose tendencies 
work against their true personality. 
Therefore they suffer from a sense of es- 
trangement which is self-produced. This 
feeling of alienation is symptomatic of 
a personality split, which sometimes 
expresses itself physically as double- 
vision. Characteristic of patients suffer- 
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ing from anxiety crises is the conscious- 
ness of a temporary loss of unity. 
Beyond the impression of a conflict sit- 
uation (Storung) in themselves, a divid- 
edness typical for neurosis, they have 
the sensation of an incipent going to 
pieces (Zer-Stoerung), a personality dis- 
integration. 

Consequently, the neurotic is unable 
to see reality as it is. Because of his fal- 
sification of reality he increasingly loses 
contact with what is absolutely neces- 
sary to normal living. Moreover, the 
contradiction between his feelings and 
thoughts renders him incapable of 
reaching decisions. No action can occur 
because, without the ability to make 
decisions, will-power lies fallow. This 
situation brings about progressive con- 
tradiction of all life experiences and a 
shrinking of possibilities for such ex- 
periences. No wonder then that the 
patient feels as if he is imprisoned. Here 
we have the explanation for certain sen- 
sations encountered in neurotics: in 
milder cases, the patient considers him- 
self to be enclosed in a shell, in serious 
ones he suffers from claustrophobia. 

The constant reduction of life con- 
tent makes the patient evermore nar- 
row-minded, an expression which here 
refers to the affective, not mental, part 
of life. This limitation sometimes finds 
its physical equivalent in a restriction 
of the field of vision. The absence of 
affective sentiments and their satisfac- 
tion cause the sensation of an existen- 
tial emptiness. It is identical with the 
“nothingness” and the “vacuum” of the 
existentialistic philosophy, which causes 
anxiety. 

Kierkegaard’s life is the prototype of 
this form of existence. He did not find 
a way out of his loneliness. As he never 
succeeded in satisfying the needs of his 
heart, he did not live his life, but only 
existed. He tried in vain to fill the void 
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of his soul with spiritual content. He 
failed to master his anxiety. 


CONCLUSION 

Anxiety is neither the “ego’s” fear 
of being overwhelmed by the instinc- 
tual claims of the “id” (Freud), nor “a 
response to a threat to a vital value.”’!° 
It is neither the reaction to a specific 
(Freud) nor a non-specific (Horney) 
danger. Therefore its presence or ab- 
sence depends neither on “internal or 
external” factors, nor on motives which 
are supposed to be threats against 
which anxiety should be a defense. 

We think that anxiety is a feeling 
which overcomes the patient and ex- 
presses a permanent state of being, 
caused by repression of his affective 
needs in the three cases of neurotic 
trends. We call it Lebens-Enge which 
reveals itself as Lebens Angst. More 
significant still is the relation between 
the two words in Spanish: angosto (nar- 
row) and angustia (anxiety). The con- 
trast to Lebens-Enge is Lebens-Weite, 
the expansion of life, which is reached 
only by means of affection and love. 
For only these sentiments are capable of 
filling the soul’s vacuum, of satisfying 
its needs and of giving content and 
sense to life. 


‘THERAPY 


All the theoretical considerations 
hitherto discussed will be useful only 
when they enable us to cure patients of 
their anxiety. Horney writes: “Psycho- 
analytic therapy, in so far as it is not 
intuitive or directed by plain common- 
sense, is influenced by theoretical con- 
cepts.”11 “I differ from Freud in that, 
after recognition of the neurotic trends, 
while he primarily investigates their 
genesis I primarily investigate their ac- 
tual functions and their consequences. 
The intention in both procedures is the 
same: to diminish the holds the neu- 


rotic trends have on the person. . .. My 
contention is that by working through 
the consequences the patient's anxiety 
is so much lessened, and his relation to 
self and others so much improved, that 
he can dispense with the neurotic 
trends.”’!2 

In contrast to Horney, we think that 
a symptomatic therapy (“working 
through the consequences”) can at best 
“diminish” and “lessen” the symptoms 
and thus achieve adaptation. But only 
a causal therapy can really cure the pa- 
tient of his neurosis. Ignoring the cause 
of anxiety has so far made it impossible 
to arrive at a clear diagnosis and to 
find the way to an effective therapy. 
In consequence results of treatment 
have not been very satisfactory. There- 
fore, Ibor Lopez, the author of a book 
Angustia vital (Anxiety of Life) felt 
bound to say: “In the course of psy- 
choanalysis comes a moment in which, 
without knowing why, the psyche seems 
to perform the work of rebuilding and 
absorbs then all the symptoms which 
existed in the patient.”1% And some 
years ago Franz Alexander questioned 
why it was that a certain number of pa- 
tients regained their health after a very 
short treatment. 

In order to aim at an effective fight 
against the neurotic’s suffering, we have 
sought the cause of anxiety which has 
hitherto been unknown. We have stated 
that the human soul falls ill for want of 
an affective relationship. The conse- 
quent uncertainty provokes self-distrust 
and self-devaluation, and prevents the 
neurotic from achieving a human rela- 
tionship which can satisfy his affective 
needs and secure the health of his soul. 

These findings give us the tools for 
systematic treatment with definite goals. 
Thus the psychoanalyst’s procedure is 
clearly outlined: his task is to lead the 
disintegrated soul back to unity; he has 
to enable the patient to overcome his 
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lack of inner peace. Therefore, analyz- 
ing the neurotic without helping him 
achieve a synthesis will certainly not 
suffice. The therapist’s human interest 
and understanding will make the first 
breach in the vicious circle built up by 
the patient’s erroneous thinking about 
himself. Thanks to the analyst’s help 
and a positive therapeutic relationship 
the neurotic will experience affective 
gratification, often for the first time in 
his life. We think this alone will lessen 
the uncertainty feeling, the cause of the 
neurotic development. 

The therapist’s task likewise consists 
of clarifying this cause to the patient. 
He will make him see the life of his 
“real self,” suppressed by the “idealized 
self.” This latter has transformed life 
for the neurotic into an endless chain 
of obligation, of work and sacrifice. No 
matter how ceaseless his perfectionist 
efforts, his existence will remain guilt- 
ridden since the imperfection of human 
nature easily lends itself to continued 
self-reproaches. The real self, however, 
will find expression in energetic, whole- 
hearted and spontaneous dedication to 
all its pursuits; such involvement stems 
from the positive experience of the nat- 
ural affective impulses. 

The consequent insight and under- 
standing of himself will make it un- 
necessary for the patient to wrap him- 
self up against any human approach 
from outside; he will now risk response 
to affective approaches. In consequence, 
the uncertainty which had its adverse 
influence on his entire existence will be 


gradually replaced by a certainty which 
will permit him to quit his imprison- 
ment in loneliness and helplessness. 
This process often expresses itself in 
a symbolic form. It may seem to the 
patient as if the window of a dark room 
were suddenly opened, and never-be- 
fore experienced light and warmth 
filled it; or his dreams, which at the be- 
ginning of treatment took place in the 
darkness of a tunnel, may slowly take 
him into full sunlight. Also, people 
who had never felt sexual satisfaction 
or had suffered from other sexual dis- 
turbances will be able to experience 
normal sex enjoyment (Freud). Freed 
from their inhibitions men are capable 
of living a satisfactory social life (Ad- 
ler). The new faith in themselves and 
in their fellow-creatures may give them 
their transcendental relationship (Jung). 
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ON THE NATURE OF LONELINESS 


ARTHUR BURTON 


So alone in birth. 
So alone in love. 
So alone in life. 
So alone.in death. 


ONELINESS* is a universal human 
phenomenon and is to be consid- 
ered not only for its pathological aspects 
but for its meaning for the human con- 
dition. In schizophrenia, however, we 
find the problem of loneliness so intense 
and so central as to serve as a special 
laboratory for the understanding of its 
phenomenology. It is thus through the 
psychotherapy of the schizophrenic pa- 
tient that we have arrived at these in- 
sights which may possibly have import 
for all men. 

For every part there is a whole and 
for every whole there must be parts. 
What then is the relationship of part 
to whole and whole to part? Thus far 
we have no precise definition of such 
relationships. But we do know that ten- 
sion is set up in a system in which a 
part is not felt related to a whole. If we 
assume that life is a unity—i.e., whole 
—then being-in-the-world is a part of 
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that unity. The individual needs his- 
toricity, presence, and futurity in a cos- 
mic setting as the total of his contin- 
uity, and without it he feels fragmented. 
The person has boundaries: his skin, 
and another of a more psychic kind. He 
has an oceanic need to flow beyond 
these boundaries toward the whole, that 
is, the total physical and psychological 
world, and in this way he feels at one 
with nature. If he cannot do this, for a 
variety of reasons, he is left with the 
thought of being cut off, of being alien- 
ated, and loneliness is his feeling re- 
sponse. He talks about a lack of “mean- 
ing,” and his need of new values. 
Obviously, for the child it is the mother- 
ing person who provides the whole. 
But wholes are dynamic and as the 
child grows they become ever larger 
and more complex and the mother soon 
fails to suffice in this way. The essential 
holistic system, however, is based upon 
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ON THE NATURE OF LONELINESS 


the world of nature, which is the orig- 
inal whole. But all cultures limit and 
circumscribe nature, so that an element 
of estrangement is produced in man’s 
life. 

There is thus in each of us a dualism 
which I call the Dialogue. This Dia- 
logue is the thesis and antithesis by 
which men maintain the personal 
boundaries needed to be complete 
within themselves, but also to go be- 
yond to the entity which exists outside. 
This latter we may say is the archetypal 
“other.” 

Loneliness is a need and not a con- 
dition. It is the thesis of our Dialogue 
without which object relations or com- 
munication between people becomes 
impossible. Loneliness is the affirmation 
or proof of existence in a most acute 
way, and is not a distinction given to 
all. Just as it is not possible for every- 
one to be schizophrenic, so is this form 
of loneliness limited to the relative few. 
It is one basis of artistic creation which 
would certainly be less rich without it. 
It affirms by the acuteness of feeling and 
suffering the nature of the human be- 
ing. Why then do we seek so desperately 
to dispel loneliness in the most frenetic 
of ways? Why the compelling hunt for 
divertissement as a refuge for loneli- 
ness? The Dialouge is life’s balance be- 
tween the self and the “other”—now it 
is the self, then it is the “other.” This 
is the exquisite play which dynamically 
makes possible the basis of all social re- 
lationships. It defines what man is for 
himself and what the “other” is. The 
escape into activity thus becomes the 
escape from the self. To be lonely is to 
be dependent on no one. It is to stand 
alone in the face of one’s humanness 
—one’s meaning and purpose—and to 
meet reality directly. In this way one 
comes to know oneself and the Dialogue 
is possible. 

There is in each man the need to 


transcend himself, to go beyond the 
needs of his nature. We may call this 
a need for sublimity or ecstasy. It is 
only through such transcendence that 
man experiences his full being. Thus 
he eagerly seeks ecstatic experiences and 
they come to have a special meaning for 
him. In ecstasy all of the bonds which 
confine man are removed and there is 
a soaring which unifies inner and outer 
identities. The moments in which these 
are exemplified set the design for the 
“possible’—a longing for what might 
be as compared to what is. The felt 
discrepancy between what is and what 
might be is the hallmark of one’s state 
of being-in-the-world. The larger the 
index the greater the feeling of loneli- 
ness. In ecstatic psychotics, loneliness is 
not a problem, for they have permitted 
their inner indentity to flower in a way 
known only to the primary process: 
what is is what might be. To find ecstasy 
is, however, the most difficult thing in 
the world unless, of course, one can be 
psychotic. I suspect that the search for 
ecstasy is in part the reason for the mil- 
lions of gallons of alcoholic beverages 
consumed each year, as well as the 
various pills which temper the nervous 
system. Unfortunately, ecstasy cannot 
be cheaply purchased. Those who have 
a lower threshold for it—that is, need 
to be constantly sustained by it—are 
vulnerable to loneliness and, indeed, 
loneliness can itself become its own 
form of ecstasy. In schizophrenic pa- 
tients loneliness and ecstasy are to be 
seen in an exquisite combination. Now 
they are one and now, on some a 

parently incomprehensible basis, the 
other. The need to be ecstatic, to be 
more than what mundane life offers, is 
the characteristic need of the schizo- 
phrenic patient. What in life for others 
is a meaningful form of existence be- 
comes for the schizophrenic person the 
Absurd, with no reconciliation possible. 
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If one is not what one is and the 
primary need is for an ecstasy which 
is transcending, then one becomes 
lonely when one is cut off from the 
greater whole which is uniquely ex- 
perienced in this way. A figure needs a 
ground, just as a ground is meaning- 
less without a figure. Loneliness then 
becomes a sign of existence and one be- 
comes obsessed with the acuteness of 
life in this way. His community is with 
the other lonely ones and categories of 
“insider” and “outsider” are soon psy- 
chically created. This further adds to 
the sense of estrangement, for the “out- 
siders” remain practically outside and 
this form of congregation does not 
work. (The “squares” are not admitted 
to the human club, for there is no basis 
for common experiences even though 
they share the same landscape). Perfec- 
tion is the royal road to becoming ec- 
static, but who among mortals can be 
perfect? Such logic of perfection, how- 
ever, does not reduce the search. At any 
rate it is certainly not the perfection of 
the neurotic that the schizophrenic pa- 
tient seeks. The neurotic finds it in his 
instincts. The schizophrenic wants it 
in the form of a higher order of mean- 
ing, even beyond that which the moth- 
ering person was originally capable of 
furnishing him. He was at times also 
lonely with her! She was certainly the 
prototype of his world, the “one,” but 
his inner identity demanded an even 
deeper and more universally symbolic 
meaning of which she herself was 
merely a sign. Thus he begins the se- 
cret search for a Nirvana on earth that 
is to be everlastingly denied him. Ec- 
stasy as a goal can only lead to loneli- 
ness and alienation. Man’s purpose in 
life is not to be ecstatic, but to be one- 
self within a social order of things. The 
real world is a burden which must be 
faced and accepted but, as Camus has 
shown, this need not rule out an inner 


transcendent identity. We need to know 
why it is so difficult for the schizo- 
phrenic person to compromise his exis- 
tential aims, which seems to come easier 
for other mortals. 

What I have been saying so far is 
that for an individual to be complete, 
to be his authentic self, he must feel 
related to his total world. He must have 
a sense of meaning and continuity in 
nature. He seeks such relatedness in 
moments of ecstatic experience which 
unify him and which, because of their 
rarity and transcendence value, become 
the search for perfection. When he is 
cut off from this he feels unloved or 
alienated. 

Western man has reacted to his lone- 
liness by a great spurt of group be- 
havior and by an obsessive interest in 
group dynamics. Industry and business 
have become group centered * and ther- 
apy in multi-faceted group form is 
threatening the classic individual va- 
riety. Despite this tremendous increase 
in “groupiness,” the feelings of loneli- 
ness have kept pace with its growth and 
even outdistanced it. It was Jung who 
pointed out that, particularly in the 
United States, the child is deprived of 
the solitude necessary to find himself. 
The schedule his mother arranges for 
him keeps him going from one group to 
another without let-up. Is this compen- 
satory for the loss of integration of the 
family, and the group flight the moth- 
ering person herself is on? We act as 
though to be alone is in some way to 
be contaminated. Possibly only by be- 
coming schizophrenic can one be freed 
of groupiness! At any rate, a quantum 
of interpersonal relations never satisfies 
the qualia of a single significant rela- 
tionship. To look for the solution to 
loneliness in numbers is an illusion we 


can ill afford today. 


* A countervailing tendency toward individ- 
ual decision is now becoming apparent. 
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Loneliness is a function of conscious- 
ness, and the more sensitive the con- 
scious function, the more poignant the 
feelings of loneliness. It is questionable 
whether infra-human organisms feel 
lonely. Alienation is an act of human 
divorcement and loneliness its con- 
scious component. Loneliness brings 
horror but it has its rewards. Not only 
is it affirming, as already mentioned, 
but it allows the denial of the human 
burden while persisting in the human 
race. It is not easy for a fully accul- 
turated person to know just what this 
means, to know the sense of freedom 
as well as the pain it entails. It is not 
my intention to extol loneliness as such, 
for I well understand its excruciating 
quality. What I am pointing up is its 
constructive and remedial function. 

It is not simply a matter of striking 
loneliness from the heart, or of placing 
the lonely one in a group. He must be 
able to avail himself of what he finds 
in the group. What he needs to find is 
the sense of completeness, to be au- 
thentic, and he knows that this can 
only be done through the “other.” 
There is no more suitable linguistic 
conception of this process than the word 
“love” in its broader context. It is love 


_ he seeks—perfect, ecstatic, and trans- 


cending. And he seeks identity in it. 
It is indeed the principal antidote to 
loneliness, for in the mother/child, 
father/son, lover/lover, apostle/deity 
relationship is to be found the proto- 
type of authentication. But men do not 
pursue the eternal quest of being “the 
perfect lover” for the repetitive mo- 
mentary titillation of the orgasm. It is 
the archaic and contemporary unity of 
self and the “other”—i.e., interpersonal 
relationships of big and little moment 
—that they want. Its artistic manifesta- 
tion is poetic love framed by the sen- 
sual aura of the body. Thus in the du- 
alism of life loneliness itself is the thesis 
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and group identity the antithesis. The 
individual always lives in his own right 
and not solely for the group. His 
emergence is narcissistic in order to 
complete himself. There is no altruism 
qua altruism. 

As was mentioned earlier, the prob- 
lem of loneliness and alienation is cen- 
tral to schizophrenia. I have yet to see 
a schizophrenic patient who did not 
manifest these conditions. It might be 
said in this regard that the schizo- 
phrenic patient need not be lonely if 
only he will give up his narcissism—.e., 
his schizophrenia. I would rather put it 
another way. The patient’s loneliness 
precedes his schizophrenia rather than 
follows it. It is what logically forces him 
to the special and complex state we call 
schizophrenia. Today schizophrenia is 
a rapidly growing syndrome whose vir- 
ulence is changing form. Were Kraepe- 
lin alive today, he would be hard put 
to identify those forms of schizophrenia 
to which we apply the descriptive modi- 
fiers “psuedo-neurotic,” “borderline,” 
“ambulatory,” etc. Such hybrid diag- 
noses as schizo-affective and schizo- 
phrenic-psychopath would definitely go 
against his grain. What has occurred is 
that schizophrenia is moving away from 
a medical model to a social one. We 
now carefully scrutinze the “field” 
forces in which the schizophrenic per- 
son is enmeshed: his family! and his 
wider culture. Freud was able indirectly 
to show us that the repressive culture 
of his period was conducive to the de- 
velopment of hysteria, a relatively rare 
disease today. In an earlier paper,? em- 
ploying some of the philosophical ob- 
servations of Albert Camus, I postu- 
lated that schizophrenia was both a 
conscious and an unconscious reaction 
to a life which could not be lived be- 
cause of its psychological absurdities; 
that schizophrenia could be therapeu- 
tically meaningful if it could be seen 
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as a special problem in existence; and 
that analysis could assist in reversing a 
process which seemed organically fixed. 

That contemporary man interprets 
his life as Absurd has been well por- 
trayed not only by Camus, but by such 
writers as Kafka, Dostoevsky, and 


Sartre, among others. There is really © 


not much new here that cannot be in- 
stantly validated by observations of the 
human condition around us. Man 
everywhere seeks “meaning” and schiz- 
ophrenia increases apace. We must ac- 
cept that, at least for the considerable 
majority of people, contemporary life 
is found somewhat wanting. The preoc- 
cupation with the female breast in west- 
ern culture is the symbolic need of man 
to offer succor and the need to receive it. 
But the female breast has become a con- 
temporary symbol of dessication: west- 
ern women enjoy having large breasts 
and even enhance them by prostheses, 
but they do not want them suckled or 
bitten—necessary functions in human 
endeavors. 

It is thus necessary for man to rebel 
against his fate, each in his own fash- 
ion. With the schizophrenic patient the 
rebellion takes a form and intensity 
heretofore unknown. He simply gives 
up the game—or, rather, he plays a 
new game—and develops his own fan- 
tastic satisfactions. He is not at all pre- 
pared to compromise or sublimate, as 
is the remainder of humanity, and is 
thus both a coward and a special form 
of hero. He cannot follow the artist 
and express his rebellion in a graphic 
metaphor, and so he is left to his own 
devices. He becomes his own “island,” 
with idiosyncratic logistics and com- 
munication. Now, if there is one thing 
society cannot countenance it is people 
who cannot play the game of culture. 
It controls its aggressive dissidents by 
a variety of institutional devices, in- 
cluding punishment by execution, but it 


is somewhat at a loss with those who 
persistently and passively retreat. Puz- 
zling behavior such as this which does 
not respond to formal societal stricture 
becomes classified as illness and rele- 
gated to still other forms of social con- 
trol (the hospital). 

When a schizophrenic patient is 
taken into psychotherapy, we make im- 
plicit promises about the future even _ 
though we verbally disavow promises. 
We offer communion with the psy- 
chotherapist and through him an al- 
tered world. But we cannot imply a 
better world, for the world is as it is 
and no other way. We cannot even sug- 
gest to the patient that he change, for 
he has no conception of the manifold 
social forms possible. The only thing 
the psychotherapist can do is to accom- 
pany the patient on his journey as a 
participant-observer and provide a 
bridge across the chasm to the reality of 
social existence—an imperfect bridge, 
to be sure, but nevertheless one that 
may be acceptable. We do not cure 
anyone as such, for there is actually 
nothing to cure. We offer our own au- 
thentic self as an ally, so to speak, in 
terms of our own loneliness and suf- 
fering and nothing more. Not only do 
we put our ego at the disposal of the 
patient, but also our unconscious in 
all of its broad function. The meaning 
in life which is our own personal rec- 
onciliation to the Absurd becomes a 
model in the dispersal of the patient’s 
nihilism. For this reason it is the man 
and not the technique that counts with 
schizophrenic patients. 

For the psychotherapist to rush in 
and give first aid for loneliness is to 
miss the point. But this is just what 
happens, for it is the non-alienated 
above all who fear alienation. What I 
would suggest instead is that the psy- 
chotherapist attempt to understand 
and share the patient’s condition, 
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thereby making it possible for the pa- 
tient ultimately to find his verification 
in something other than loneliness. Un- 
fortunately, the process is long and 
complex and there are no substitutes. 
What I have said in this paper is that 
loneliness is the need for authentica- 
tion, for meaning and unity, in a de- 
humanizing culture, and is the con- 
firmation of the psychic aliveness of 
the individual. Loneliness in its various 
forms permits the establishment of the 
self so that the relationship with the 
“other” becomes possible. Without it, 
the self is deprived and cannot relate to 
the totality of things and thus find its 
continuity. It becomes estranged. Lone- 
liness is more than the perpetual search 
for the mothering person who was 


available in infancy. It is the search for 
a primordial unity which antedates the 
mothering person in the archaic past. 
In this sense Frieda Fromm-Reichmann 
did not go far enough in her formula- 
tion of loneliness. In the schizophrenic 
patient we find loneliness in its most 
acute form and its treatment does not 
involve treating loneliness as such, but 
an intense therapeutic encounter in 
which the fundamentals and meaning 
of existence or tested. 
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RIOR TO DISCUSSING the actual ther- 

apeutic process in stuttering, let us 
attempt to understand those factors 
which may lead to stuttering, and in 
what manner the stutterer expresses his 
conflicts to himself and to others. 

The onset of about ninety per cent of 
stuttering occurs before the age of ten, 
and the majority of these cases starts in 
the first five years, when the first major 
social adjustments begin. 

It is at about the age of three that 
the average child begins to speak with 
enough meaning for his parents to pay 
attention to what he is saying and how 
he is saying it. 

In our particular culture, language 
is considered the chief medium of com- 
munication. Through it we express our 
opinions, feelings, attitudes, and ac- 
tions. The earliest conflicts of a child 
are expressed in his communications, 
both socially and verbally, to his par- 
ents and to the world about him. Where 
other children can pass through the 
primary stages of communication and 
early development fairly comfortably, 
the stutterer, because of his emotion- 


ally crippled position, is much more 
prone to anxiety. 

Free-flowing and spontaneous speech 
obtains mostly in an environment of 
parental warmth in which the child 
feels himself accepted. Hesitancies in 
speech will first appear in response to 
parental prohibitions and restitutions. 
Although nonfluent speech or hesitancy 
in younger children may be fairly nor- 
mal,* tense parents who are perfec- 
tionists will often find this hesitancy 
alarming and will tag it as a stutter. 
Once the child has been so labeled, his 
position becomes unique in that there 
is set in motion a chain reaction of wor- 
ries, anxieties, and preoccupations 
which will be a source of grave concern 
to both child and parents. Since lan- 
guage is the chief medium of communi- 
cation for a child at this time, it is also 
the area first affected when the protec- 
tive structures of the organism are 
threatened and anxieties result. 

The speaking situation normally used 
to convey an idea, express a feeling, or 
ask a question now becomes a self-asser- 
tive, self-conscious act fostered by emo- 
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tions of hostility and fear. Simple social 
situations in which speech is required 
now unconsciously become a testing 
ground for possible social combat, and 
the hesitation that results from the con- 


_ flict between the rational impulse to 


speak and the irrational fear of speak- 
ing becomes crystallized into a stutter. 
(Psychologically, this is the same process 
that characterizes occasional stuttering 
in both child and adult.) 

At first, the child, except for the ex- 
pression of some subjective feeling of 
tension, awkwardness, or slight muscu- 
lar incoordination, is unaware of the 
seriousness of his affliction. However, 
the threats and apprehensions of his 
anxious parents will soon make him 
conscious that, when he speaks, he is do- 
ing so differently from others and thus 
is something of an oddity. He soon be- 
gins to feel inferior to other children— 
peculiar and self-conscious. When, in 
due course, he enters school, the added 
stress and competitive atmosphere in 
which he finds himself involved will 
only further cripple his personality. As 
additional emphasis is placed in terms 
of presupposed dangers and threats in 
speaking, speech, which is ordinarily 
not a conscious effort, will be identified, 
for him, with his fear of making those 
funny hesitant sounds and of finding 
himself rejected by his playmates. 

Once the child becomes conscious of 
his speech and passes from the phase of 
simple, loose, repetitious speech (pri- 
mary stuttering) to forcing and com- 
pulsively straining his verbalizations, 
he enters into what is known as “sec- 
ondary blocking.” He now becomes ter- 
rified at the mere thought of speaking, 
and this is intensified as the situations 
increase in number. In addition, a 
change in his outword expression and 
a marked difference in his attitudes 
toward speech take place. 

As his fears increase and he becomes 
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more conscious of his blocking, the 
child now discovers that, to compensate 
for his speech difficulty, he is in need 
of further defenses and means to con- 
ceal it. He attempts to find actions and 
rituals to avoid difficult words and thus 
begins the hopeless task of substituting. 
At first, as Gottlober? states: 

“. .. this works, but soon he fears the 
word he is using for substitution and it 
is not long before he runs out of syno- 
nyms. Then the ‘starters’ begin, sounds 
or acts which he thinks will help him to 
begin talking. He snaps his fingers, 
stamps his feet, clenches his fists, screws 
up his face or whistles. Each trick has its 
few moments of effectiveness and then 
helps no more. But he continues using 
them just the same and the ritual that 
precedes even a single word soon may 
take from a few moments to more than 
a minute to complete. He has never seen 
himself talking or trying to speak, but 
he is painfully aware of many of the 
devices he is using. He has felt them in 
twisted and overcontracted muscles and 
they have been pointed out and laughed 
at or mimicked by jeering, teasing 
friends and sometimes even by his own 
loved ones. In time he stops trying to 
talk almost completely and withdraws 
from the playground and other human 
contacts.” 

Stuttering, which is but an outward 
expression of anxiety in conflict, is sec- 
ondary to an unhealthy personality de- 
velopment and is manifested specifically 
and implicitly in speaking where lines 
of normal verbalization and communi- 
cation are disturbed. 

In the conlirmed or adult stutterer, 
on the other hand, we find a much 
more pronounced development of the 
neurotic structure and additional com- 
plex attempts at neurotic solutions in 
which the stuttering habit has become 
a means of externalizing conflict. 


Speech is a fundamental aspect of 
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the whole personality. Its function is 
not only to communicate verbally, but 
also to express the individual’s inter- 
personal relations. In this context, stut- 
tering may be viewed as being due pri- 
marily to the anxiety of the stutterer 
in his desperate attempt to arrive at 
psychic unity in the struggle toward 
self-realization. Thus, stuttering is con- 
sidered as a problem involving both 
interpersonal and intrapsychic aspects 
of inner conflict. Where the adult stut- 
terer differs from other neurotic in- 
dividuals is in the special attitudes, 
feelings, and beliefs relevant to this 
icular neurotic development and to 
the added importance and meanings 
implicit in the “speaking situation.” 

Stuttering tells us that communica- 
tion as a whole, and not just verbal 
communication, is impaired. Since we 
tend to think, feel, and act as wholes 
and not in parts, our speech would of 
necessity follow the general direction of 
our inner emotions, attitudes, and be- 
liefs. Stuttering in this sense pertains 
to the whole individual and not just to 
a specific part of his organism. 

Speech is considered our most re- 
cently developed, most complex, finely 
balanced muscular activity. Because of 
its complicated nature and its numer- 
ous nerve areas and muscle groups, 
which require almost perfect coordina- 
tion and harmony, it is also an area 
easily prone to disorganization and im- 
performability during periods of in- 
tense emotion. Greene? states: “When 
an individual is in a storm of conflict- 
ing emotions, lines of communication 
are broken and the misdirected nerve 
messages become delayed or diverted. 
Most of us at some time or other have 
experienced the distinctly unpleasant 
condition of speechlessness due to emo- 
tional turmoil. If we realize that the 
stutterer is in just such a state many 
times a day, our fundamental problem 


becomes clear.” This language disor- 
ganization, which is predominant in 
people who stutter when under undue 
stress, is an expression of anxiety in 
response to some immediate threat to 
their already weakened personality 
structure. 

Difficulty in communication per se, 
however, is not the basic problem of 
the person who stutters. What is more 
essential is not so much a consideration 
of the specific words causing trouble at 
the time a person stutters, or a semantic 
approach to his language structure, but 
the particular emotional responses their 
connotations evoke in the person who 
is speaking. It is more informative to 
arrive at a picture of a stutterer’s total 
response to himself and to his listener 
when he feels anxious and stutters, than 
to know the specific words over which 
he hesitates. Feared or “bugaboo” 
words in stuttering are crucial only in 
the picture conveyed to us in our at- 
tempts to arrive at “what is he trying 
to avoid when he feels endangered, and 
what is felt as threatening to him at the 
time he is having difficult speech.” 

To sum up this aspect of the problem, 
I feel it much more important, for in- 
stance, to comprehend “what” the stut- 
terer is conveying to us in terms of his 
innermost feelings and meanings, in 
any particular speaking situation, than 
“why” he is using this or that word at 
the time he stutters. To attempt to un- 
derstand or treat the person who stut- 
ters without an insight into his deeper 
inner turmoil appears to me too mech- 
anistic and fixated an approach. To en- 
courage a stutterer to “speak up” or to 
“speak slowly” whenever he fears he 
may stutter alleviates the situation only 
temporarily; for unless this same per- 
son has some deeper understanding of, 
and real feeling for, the many compul- 
sive, contradictory tendencies in him- 
self at the time he speaks, no basic 
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reconstruction of his difficulty can pos- 
sibly come about. He may attempt to 
control his stuttering by sheer will 
power, learn better devices for avoid- 
ing “bugaboo” words, or speak in a 
rapid, flighty manner so as to “race” 
through the possibility of stuttering be- 
fore he is through speaking, but all this 
is automaton-like behavior. 

In order to arrive at a deeper under- 
standing of the total personality struc- 
ture of the person who stutters, we must 
of necessity gain some insight into his 
“language behavior.” As he speaks, and 
especially when he stutters, it is im- 
perative that we be alert enough to at- 
tempt to penetrate his inner defenses 
and approximate some of his hidden 
feelings and thoughts. As we go behind 
the scenes of his reactions, including 
both overt and implicit ones, at the 
time of heightened anxiety and con- 
flict, we are able to unravel some of 
the confusions and hidden implications 
and mysteries implicit in his stuttering. 
Finally, we must make an attempt to 
understand not only his objective or 
externalized speech, but his inner or 
internalized speech as well. 

Impaired communication in speech 
denotes both interpersonal difficulties— 
that is, disturbances in relation to others 
—and those of an intrapsychic nature 
—that is, disturbances in relation to 
oneself. In order to comprehend some 
of the intrapsychic factors in stuttering, 
I feel it essential that we have some 
knowledge of the stutterer’s symbolic 
language. An example of symbolic deci- 
phering is the attempting to grasp the 
full meaning behind such a simple ex- 
pression from a stutterer as: “I’m stuck 
with a word, I can’t go on talking.” At 
face value, it is meant to express just 
what it verbally states. That is, the 
specific individual is having difficulty 
speaking and can’t seem to get past a 
particular “feared” or “bugaboo” word. 


However, once we get behind the de- 
fenses of his character armor, we can 
arrive at a much deeper understanding 
of his state of chaos and disorganiza- 
tion. What he now seems to be convey- 
ing to us in symbolic fashion is that he 
basically feels anxious and helpless in 
the face of overwhelming threats to his 
neurotic pride and protective defenses. 
He is also revealing through language 
behavior the threat to his imagined 
omnipotence in being the “perfect 
speaker at all times’ that lies in poten- 
tial failure or disapproval in the speak- 
ing situation. Finally, this psychic dis- 
unity is externalized and what expresses 
itself overtly is the expression of stutter- 
ing, with all its hesitations and blocks. 
The stuttering individual, once he 
blocks, feels this blocking and inhibi- 
tion with his whole personality—re- 
sulting in final disturbance of feelings, 
thinking, and actions. 

The stutterer depends upon the 
spoken word for communication and 
self-expression. He has an exaggerated 
sense of responsibility for speaking 
which robs him of spontaneity, flexi- 
bility, and a feeling for inner choice 
when expressing himself. However, 
some stutterers imagine themselves as 
assuming a role when they speak and 
they will often change to another mid- 
stream with little awareness. For in- 
stance, there are those who speak well 
as teachers or administrators, yet stut- 
ter badly in other speaking situations, 
particularly when sudden changes in 
social status throw them off balance 
and cause them to feel threatened and 
chaotic. One may have little difficulty, 
for example, when talking to an in- 
ferior—someone he feels he has control 
over, or someone who has to come to 
him for a favor, help, or information. 
A sense of top-and-bottom relationships 
and position-effect is a common indica- 
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tor of the degree of alienation in some 
stutterers. 

The very ritual of stuttering is an 
alienated process in itself. At moments 
of difficult speech and heightened stut- 
tering, the individual, in need of self- 
integration, brings into play an arsenal 
of defensive protective measures in 
order to allay further feelings of chaos 
and anxiety resulting from the warring 
aspects of his personality. 

When this person is through speak- 
ing, he finds himself lost, shaken, blindly 
seeking to return to his previous re- 
signed state. His environment at the 
time may appear even more strange 
and new to him. People who had been 
just objects while he spoke and strug- 
gled with his stuttering become people 
once again. Even as he tries to get hold 
of himself, his immediate reaction is 
usually one of: What have I said? Was 
it clear? Were they able to understand 
me? During these specific periods of 
anxiety, he needs constant reassurance 
and reaffirmation from others. With 
monotonous repetitiveness, he asks, 
“How was I?”, “Did I have much dif- 
ficulty speaking?”, “Did I stutter badly?” 

The very intention to speak has an 
objectional significance for those who 
stutter. The mere thought of speaking 
carries with it a common denominator 
of fear, dread, and apprehension. For 


one thing, the stutterer feels obligated. 


to and tied down by his audience in 
the speaking situation, and once he be- 
gins to speak he is convinced that he is 
doing so against his will, that he is be- 
ing coerced by the demands of the situa- 
tion. He struggles, therefore, not only 
with the actuality of verbalization but 
with his concern for the way in which 
his audience will react. 

The process of stuttering in itself 
is a ritual filled with symbolic gestures. 
Just before a stutterer begins to talk, he 
will frequently indulge in a whispered 


rehearsal of the words he is most afraid 
of, hoping that by so doing he will be 
able to approach them without fear. 
He feels that he should by sheer will 
power control his speech pattern, that 
nothing will “happen to me this time.” 

As he speaks and envisions himself in 
a larger-than-life concept in which he 
is superior to those around him, he at- 
tempts by some personal form of magic 
to exert control over his listeners. He 
sees himself as an “orator” feeding 
words of wisdom to his audience. In as- 
suming this, the speaker is seeking pro- 
tection against his overwhelming inner 
fear of verbal communication as a 
whole. 

As a defense against this anxiety, he 
also seeks through some inner resource 
to throw his voice at will out to his 
audience or to pull it back into him- 
self. He plays with words, changes them 
about, makes substitutions, and if he 
finds the going difficult may even create 
his own vocabulary. Emotionally under 
pressure, he feels he must be master of 
his own language and that by one de- 
vice or another he should be able to 
make it suit his own particular needs. 
He may become annoyed, however, if 
his listeners do not understand the 
meaning of his cryptic verbal communi- 
cations, his coined words, his gesticula- 
tions, his unfamiliar pronuncations. At 
still other moments when speech is dif- 
ficult, he will attempt to save himself 
by filling in gaps with falsities, absurd 
rationalizations, or even obvious distor- 
tions. If questioned as to the validity 
of his remarks, he is seemingly offended. 
Actually, what he experiences under 
these circumstances is rage at himself 
for not having reinforced and _ fool- 
proofed his magic solutions. Had he 
not failed to bluff his way through to 
a convincing performance, his defenses 
could not have been penetrated. So here 
again, the neurotic reveals his blind 
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faith in himself and his dependence on 
his maneuvers and duplicities. 

The various bodily movements and 
contortions employed also carry with 
them a sense of implied ritual. The 
pressing of both hands against the body, 
the blinking of the eyelids, the placing 
of the palm of the hand over the mouth 
—these are but a few of the many 
“magic” gestures used in stuttering. 
Each has its specific and all-powerful 
meaning for a neurotic need at the 
moment of conflict. 

As a whole, these are unconscious at- 
tempts to hold together whatever is 
disruptive and chaotic at the time. Most 
stutterers, oddly enough, feel that they 
should and must hold together their 
disorganized personalities. They will 
even go so far as to pinch themselves 
into a semblance of spontaneity and 
will struggle to cover up their deficien- 
cies by changing words to suit their 
fancied needs and to blot out of their 
awareness and that of their audience 
any weakness or discrepancy in their 
idealized image of themselves. Rarely 
do such devices succeed. Yet in trying 
to understand the stutterer, it is most 
important that we constantly keep in 
mind the tremendous neurotic pride 
invested in these solutions. The stut- 
terer neither can nor dares to give them 
up. He cannot lose faith in them. With- 
out them he will experience himself as 
being lost, a nothing, prey to the on- 
slaught of his waiting self-hate. Only 
through a slow unveiling and resolu- 
tion of his conflicts as a whole will his 
reliance on these neurotic props be 
abandoned. 

Most stutterers are in constant dread 
of being defeated as they speak. Even 
before they begin, they are overwhelmed 
by the fear of not being able to initiate 
the utterance of a single word or sound. 
Threatened, they will anxiously whip 
up and distort the facts or the actuali- 
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ties until they regard the situation in 
the light of a calamity and doomed to 
failure. They say to themselves, “I 
won't even be able to open my mouth,” 
“I can’t do it—I know I shall stutter,” 
or “I shall be paralyzed with fear.” 
They fear ridicule, criticism, and em- 
barrassment not as self-recrimination 
but as coming from the outside and 
from others. Since they are driven com- 
pulsively toward the achievement of 
perfection in speaking, their main em- 
phasis is directed not in terms of what 
they want to express but on how they 
will appear before others when they 
speak, and on how they will finish up 
in terms of the audience’s reaction. Due 
to their profound sense of inadequacy, 
each new attempt at speaking becomes 
a testing ground for their actual ex- 
istence. As a result, speaking becomes 
a conscious process. Constantly at odds 
with himself and tortured by almost 
every attempt to express himself ver- 
bally, the stutterer finds speaking an 
ordeal which fills him with panic and 
a sense of disaster. 

What the stutterer fails to recognize 
in himself is his need to comply, his 
fear of aggressively disturbing and in- 
truding upon the privacy of others. 
Should he ever dare to interrupt an- 
other who is talking, he will immedi- 
ately become involved in anxiety over 
his boldness and will begin to stutter. 
What might perhaps be a healthy and 
perfectly normal act on his part will 
suddenly have become one that is ag- 
gressive and presumptuous. And as 
with any unconscious attempt toward 
expansiveness, this will threaten his pro- 
tective structure to the point that what 
he actually experiences is now an over- 
whelming sense of going to pieces, of 
crumbling. 

In summary, the stutterer’s own words 
follow the general direction of his state 
of being at the time he speaks. In the 
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stuttering phase, for instance, when he 
is most disruptive, we will find that, 
instead of free-flowing spontaneous ex- 
pression, a blocking, hesitant, and con- 
fused form of speech ensues. He will 
splutter and jumble his words, at times 
to the extent of being unintelligible. 
This word jargon of his, with all its 
“bugaboo” words and ritual man- 
nerisms and distractions, includes a 
whole range of overt, anxious attempts 
to remove disturbing subjective stimuli 
and conflicting tendencies at the time 
of felt inner disorganization and disin- 
tegration. 

An understanding of communication 
in stuttering is of crucial importance in 
the total evaluation and understanding 
of the stuttering process. We much ap- 
proach the stutterer as a holistic human 
being, suffering from neurotic difficul- 
ties which are expressed overtly when 
he speaks, and especially so at the time 
of stuttering, if we are to be able to 
help him find himself and work through 
his innermost confusions and anxieties. 
Only when he finds real inner balance 
will he achieve healthy coordination of 
his feelings and actions—including that 
of relaxed and spontaneous speech. 


THE THERAPEUTIC PROCESS 


In a problem as complex as stutter- 
ing, any attempt at treatment should be 
composite in nature. Adequate therapy 
should include investigations of a medi- 
cal, social, psychiatric, and re-educa- 
tional nature. Stuttering is to be con- 
sidered not as an isolated disorder of 
the speech mechanism, but as an out- 
ward expression of a more basic charac- 
ter disorganization. Any effective treat- 
ment must also be directed toward 
helping the individual to understand 
his particular neurotic difficulties, with 
their neurotic solutions, and to arrive 
at some resolution of the underlying 
conflicts. It must also include a rehabil- 
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itation of his entire speech mechanism. 

The goals in treatment have changed 
considerably from those of our forerun- 
ners. Today the emphasis is away from 
symptoms as the prime expressions of 
underlying disturbances and toward the 
treatment of the total personality, the 
whole man. This holistic approach in- 
volves not only the individual's disturb- 
ances in relation to others, but the na- 
ture and importance of intrapsychic 
processes. Our responsibility is to help 
the stutterer not only to overcome or 
alleviate his stuttering, but to find him- 
self as an individual—to release those 
energies now bottled up in his neurosis 
toward self-realization, capacities for 
creative work, better human relation- 
ships, and assumption of responsibility 
for himself. 

A detailed presentation of treatment 
in stuttering cannot be given in one 
paper; only the basic principles and 
methods of effective treatment are men- 
tioned here. Aside from the preventive 
and educational procedures of value in 
all disease entities, treatment in this 
particular context will be undertaken 
from a combined psychotherapeutic and 
speech technique. 

The adult stutterer, in contrast to 
the child stutterer, is consciously aware 
that he has a speech difficulty and is par- 
ticularly affected by what others think 
of him. He develops a keen sensitivity 
concerning his affliction and is easily 
affected by criticism and his own par- 
ticular shortcomings. Treatment in this 
stage consists primarily of a direct ap- 
proach. The individual’s problems are 
tackled directly and the aim is toward 
personality and speech organization. 

The therapeutic principles presented 
in this paper evolve from Karen Hor- 
ney’s “Constructive Theory of Neuro- 
sis’’. 4 and in it is inherent the belief 
that “man can change and go on chang- 
ing as long as he lives.” 


GROUP PSYCHOANALYSIS WITH ADULT STUTTERERS 


1. Intake Interviews: The initial inter- 
view has many important functions. It 
can be used for diagnostic means, prog- 
nostic or therapeutic purposes, and also 
as a medium to help the patient prepare 
for future therapy. In this meeting, we 
are in a strategic position to get a bird’s- 
eye view of the person who is seeking 
help. We learn a great deal about him 
through our first impressions and intui- 
tive feelings. We can also gather per- 
tinent facts about him through our ob- 
servations of him as he greets us, his 
manner of approach, his gait, his pos- 
ture and physical proportions, his smile, 
his mood, his voice, the color of his 
eyes, the condition and grooming of his 
hair, the texture of his skin, the way 
he wears his clothes. These and many 
more overt manifestations can be uti- 
lized in helping us to understand his 
personality make-up and the possible 
attitudes and ways in which he experi- 
ences living. 

The initial interview is also a basic 
source of a number of important facts 
and data the therapist must know about 
his patient before beginning adequate 
therapy. Briefly, these include: name, 
age, sex, marital status, occupation, re- 
ligion, education, social status, family 
background, sibling relations, medical 
history, early childhood, adolescence and 
adult development, and sexual history. 
During this first interview the patient 
also describes his immediate symptoms 
and complaints. (In addition, a detailed 
record of all symptoms and complaints, 
and primarily that of stuttering, is 
of prime importance.) The therapist 
should ask for information as to the 
age at the onset of stuttering, how and 
where it started, its connection with any 
traumatic experience or experiences, 
and when the person first began to as- 
sociate the first objective and subjective 
feelings of anxiety with his speech de- 
fect. In this same orientation it is im- 


portant to seek data concerning a 
specific familial history of stuttering, 
parental attitudes toward his speaking 
and toward his speech defect, and, most 
essential of all, the patient’s own feel- 
ings and attitudes about his stuttering 
throughout his remembered develop- 
ment. Finally, for a more complete pic- 
ture, it is necessary to have some un- 
derstanding of the patient’s present 
attitudes about his speech impediment, 
and especially how he experiences it in 
relation to himself and others. We can 
now arrive at an initial working prem- 
ise of the patient’s predominant neu- 
rotic solutions, the extent to which he 
uses his suttering as a neurotic device, 


and finally some insight into the de- 


gree of alienation present. 

2. Background Findings: The pres- 
ent investigation was conducted among 
adult stutterers who were treated in 
group psychoanalysis at the Karen 
Horney Clinic. At first, only those in- 
dividuals who exhibited definite symp- 
toms of stuttering were selected for 
study. Recently, however, because stut- 
terers as a homogenous group tended 
to bog each other down and restrict 
their freedom of expression and spon- 
taneity, a heterogeneous group of stut- 
terers and non-stutterers was chosen. 
This latter combination proved to be 
much more effective therapeutically. 

The group of stutterers comprised 
eight men and two women, all unmar- 
ried. Five members are in their thirties, 
four in their twenties, one in his for- 
ties. Professional people and students 
make up the majority. Six are in col- 
lege or have graduated, two have M.A.’s 
and are studying for Ph.D.’s. They are 
predominantly of Jewish descent. One 
is of Moroccan-Jewish background, one 
Italian, and one an African Negro. 
Otherwise, cultural backgrounds are 
strongly similar. 

In the family histories of these pa- 
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tients, the fathers appear generally as 
distant, cold, and withdrawn. (It is un- 
doubtedly significant that the two 
fathers who are remembered as warm 
died when the patients were small 
children.) One was obviously extremely 
demanding, harsh, and punitive, and 
in another case, where an uncle per- 
formed the part of proxy parent, it was 
again noticeable that excessively high 
standards were set for the child. In still 
another case, the child was made to 
feel responsible for the father’s having 
abandoned his education and a better 
career. Most of these fathers are de- 
scribed as hardworking wage-earners; 
only one was irresponsible—the “weak 
and lazy” type. In general, these pa- 
tients seem to have been much closer 
to their mothers than their fathers. 

In six of the parental marriages, the 
mother was the dominant figure in the 
household. Five of the mothers seem 
to have been very possessive and inter- 
fering. Three were obviously overpro- 
tective and three excesssively demand- 
ing. Two were remote because of death 
or frequent absence from home. 

Three of the parental marriages were 
openly unhappy, with much friction 
observed by the child. In two of the 
cases there were temporary or perma- 
nent separations. 

None of these patients is an only 
child. Two are the eldest of the siblings 
and one the eldest of his sex. Only 
one was the youngest. Five come from 
families of three, the others from fami- 
lies ranging from two to five children. 
The information on the relationships 
to their siblings is sparse, but in several 
cases the patient recalls sharp antago- 
nism to one or more brother or sister. 
On the other hand, two of the men 
make a point of their closeness to their 
brothers and one of his closeness to his 
sister, who was in the position of a 
mother-substitute. 


In childhood, eight of these patients 
recall themselves as having been con- 
forming, shy, withdrawn, and often 
fearful. (One of these was aggressive in 
his earliest years, and then changed 
completely to shy, withdrawn behavior 
in later childhood.) Of the other two, 
one was a lively “scrapper,” an out- 
standing athlete who was very severely 
disciplined for misbehavior, while the 
last one recalls little of his childhood. 
His relation to parents seems to have 
been cold and distant. 

Seven of these patients started to 
stammer in the pre-school period, one 
when he was six, one when he was 
eleven, and one in high school. Mater- 
ial on the possible precipitating inci- 
dent is very scarce. One patient recalled 
being criticized for poor pronunciation 
in front of his class. Another associated 
onset of his symptom with an attack of 
St. Vitus’ Dance. Another believed it 
began when at the age of four he was 
sent away from his father to live with 
his uncle, who was a severe stammerer. 
(In another case, the father and broth- 
ers have a slight stammer.) Another re- 
members the impact of being ridiculed 
by other children, while a patient who 
had long had a mild stammer felt it 
became a great deal worse at the onset 
of adolescence. One patient thought 
that a pertinent factor was his rivalry 
with his twin brother, who was aggres- 
sive, socially successful, and a particu- 
larly articulate and fluent talker. 

In many of these interviews, certain 
aspects of the patient’s backgrounds 
are not covered. It is possible that if 
the same questions had been asked of 
all the patients, the figures on certain 
similarities in family relationships and 
personalities would be much higher. 

The complete observations derived 
from the intake interviews are summar- 
ized in the table on pages 50-51. 
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3. Psychological Testing:* The psy- 
chological tests administered to the pa- 
tients in the stuttering group were the 
Wechsler Adult Intelligence Scale, Ror- 
schach’s Test, Drawings of the Human 
Figure, Unpleasant Concept, Three 
Wishes, and Thematic Apperception 
Test. 

BEHAvioR Durinc Testinc: The be- 
havior during testing ranged from the 
very few who were friendly, co-opera- 
tive, and enthusiastic to the equally few 
who were suspicious and frightened. 
For the most part, the stuttering pa- 
tient was co-operative, interested, and 
serious about testing. Most patients 
started testing with marked stuttering 
which subsided considerably as they 
became involved, so that many were 
free of stuttering during most of the 
testing. 

INTELLECTUAL FUNCTIONING: The 
1.Q. range appears to be from 102 to 
126, a range from average to superior, 
indicating the group to be generally 
of good intellectual endowment. For 
all patients, there is indication of prob- 
ably higher endowment than was at- 
tained on test scores, but negativism, 
tensions, some indications of impul- 
sivity and impaired judgment inter- 
fered with maximum potential func- 
tioning. Although there is this blocking 
in intellectual functioning, it would 
appear that, for the most part, 
the intellectual potential of the stutter- 
ing group is not so severely limited as 
in the general range of patients in the 
Clinic. 

CoMPOSITE PERSONALITY OF STUT- 
TERER AS SEEN IN TesTING: Tests delin- 
eate the picture of an isolated, hostile 
person who relates in a marginal man- 
ner inasmuch as he is distant from and 


* This material originally was compiled and 
summarized by the late Dr. Marvin Chapman, 


formerly psychologist at the Karen Horney 
Clinic. 
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suspicious of those around him. In ad- 
dition to distance from others, there is 
evidence of hostility directed against 
his milieu. These feelings appear reac- 
tive to unsatisfying relations to the par- 
ental figures and frustrations about 
fundamentally being able to relate to 
others. He appears to be a passive, im- 
mature individual who feels inade- 
quate, damaged, frightened, and loaded 
with hostility. Reactive anger is sup- 
pressed and externalized so that he 
tends to see others as punitive and as- 
saultive. Following is an example of a 
TAT story: 

“This was a... it could be a few 
things. This gentleman was asleep with 
this lady. He just got up. He's tired. 
He’s wiping his eyes. Or it . . . he did 
something to her he does not like. He’s 
ashamed and is holding his eyes. He 
could have killed or raped her. He 
confesses and he goes to the cops. This 
looks like some child or some person, 
leaning on the bed or sitting on the 
floor, and crying about something. Now 
that I look at it, there’s a pistol on the 
floor, so it’s probably a grown-up and 
he or she probably shot someone. Had 
an argument and is sorry for it now. If 
he shot someone, maybe he’ll confess. 
Otherwise, he’ll shoot himself or he al- 
ready did.” 

The thought content here suggests 
a feeling of fear that hostile forces 
would be unleashed against him from 
the environment and a concommitant 
fear that his own latent aggression pro- 
jected onto others might erupt. Asked 
to explain the proverb, “Strike while 
the iron is hot,” he said: “Take ad- 
vantage of the opportunity without 
having to trample on other people.” In 
giving a similarity between an axe and 
a saw, he replied: “Both are used for 
decapitating and murderous purposes.” 
For such a patient, people are distant, 
uninterested, and unconcerned about 
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others. Since human relations are 
fraught with instability and unpredic- 
tability, the patient feels it dangerous 
to get involved with others, particularly 
on a feeling level. There is considerable 
difficulty in relating to people who are 
seen as basically authoritarian and in- 
jurious. In the suppression of this anger 
and hostile feelings, the patient has un- 
fortunately inhibited his drive to assert 
himself and compete with others. A 
significant part of the records is con- 
cerned with unrealistic distortion of 
the world, which is seen as extremely 
dangerous, this encouraging further 
withdrawal. There is an intense in- 
ability to tolerate anxiety and an in- 
ability to exercise a degree of personal 
discipline to confront problems directly 
and to deal with them. There is, in ef- 
fect, a subtle withdrawal from the 
everyday world and interpersonal rela- 
tionships. 

Defenses consist of intellectualizing, 
perfectionist strivings with a pervasive 
depressive mood reflecting disappoint- 
ment in human relations, confusion in 
identity with confused sexual aims and 
an underlying grandiosity and expan- 
siveness to compensate for feelings of 
weakness and helplessness resulting from 
the feeling that others do not care about 
him. All of which is repressed beneath 
a facade of excessive compliance. 

In summary, it was found that: a) 
The personality of the majority of stut- 
terers studied appeared to be of a schiz- 
oid make-up, b) The I.Q. of the group 
ranged from 102 to 126, indicating a 
good degree of intellectual endowment, 
c) The stutterer for the most part is a 
hypersensitive, tense, anxious, and in- 
troverted person. His relationships to 
himself and to others about him are 
disturbed. He tends toward intellectu- 
alizations, externalizations, and perfec- 
tionistic strivings, with a pervasive feel- 
ing of underlying hopelessness and 


resignation, d) finally, his family con- 
stellation consists mainly of a dominant, 
over-protective or perfectionistic, self- 
sacrificing mother and a father who is 
for the most part aloof, indifferent, de- 
tached, and remains in the background. 

4. The Process of Group Psychoanal- 
ysis. Once the primary objectives are 
established and a plan of approach is 
decided upon by the therapist, more 
possible and productive therapeutic 
work can begin. In accordance with the 
original premises of this paper, espe- 
cially that of promoting self-realization, 
it is important early in the therapeutic 
process to recognize the various resist- 
ances and blockages that are keeping 
neurotic processes going and, simul- 
taneously, are interfering with healthy 
growth. Since we are primarily inter- 
ested in helping the patient find him- 
self, we must help remove those 
obstacles which obstruct his growth, in- 
terfere with his real self, and cause him 
to feel alien to himself and to others. 

According to Sidney Rose:5 “. . . proc- 
esses are in operation in group and in 
individual analysis—namely, spotting 
neurotic facets of the personality, grad- 
ual emergence of such facets into 
greater awareness, experiencing con- 
flict, experiencing the consequences 
of neurotic integrating patterns—i.e., 
their destructiveness to one’s best self- 
interest, the awareness of externaliza- 
tions, and the re-internalizing of exter- 
nalized aspects of the self—and the 
activating of the latent growth poten- 
tials in each one.” 

The group situation is of consider- 
able importance to stutterers because it 
creates a situation in which the stut- 
terer is brought face to face with him- 
self and to experience himself as he 
really is, and how he may appear to 
the other members of the group. It can 
become, as Benjamin Becker® puts it, 
“a broader experience of self-awareness 
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and awareness of others through a val- 
uable and increasingly freer contact 
with people. The constructive poten- 
tials, the essentially unconscious forces 
of strength and health, which are 
buried and imprisoned by the neurotic 
character structure of each patient, are 
encouraged to emerge in this very hu- 
man group process.” 

The group therapy situation is also 
important in that it helps the stutterer 
to see that others, especially those who 
may be non-stutterers, have similar dif- 
ficulties, conflicts, struggles—that he is 
not alone in his troubled situation. This 
important subjective feeling of being 
“in the same boat with others” ulti- 
mately adds to his own self-growth. 
And, in the case of stutterers, it gives 
them the valuable experience of seeing 
other people stutter and of learning 
from their difficulties. 

In the group situation, in contradis- 
tinction to individual therapy, the stut- 
terer is more willing to accept his own 
limitations and discrepancies when he 
realizes that he shares them with others. 
It also helps him to move closer to 
those others in the group and, in gen- 
eral, improve his relations with others. 

The stutterer, who is usually beset by 
self-criticism, finds in the group situa- 
tion a means of expressing himself as 
freely as possible without inhibition or 
censorship. In so doing, he can gain 
valuable insight into many of his de- 
fenses, prejudices, illusions, blind spots, 
and various aspects of his speech dif- 
ficulty. The group situation can now 
be used as a proving ground for test- 
ing the validity and reliability of inner 
feelings and constructive changes in 
himself. 

Finally, the group milieu gives the 
therapist a “real-life” situation in which 
to observe his patient with his various 
attitudes, feelings, and beliefs, espe- 
cially as these factors operate in rela- 
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tion to others. Material of this sort is 
of importance for discussion and elabo- 
ration in those instances where the stut- 
terer may be simultaneously undergo- 
ing individual treatment. 

5. Working Directly with Resistances 
in the Stutterer: Undermining the 
Demosthenes Complex: One of the 
more destructive and self-perpetuating 
forces in neurosis is that of self-idealiza- 
tion. The neurotic’s illusory image of 
himself, with its accompanying pride 
values, has to be undermined in order 
for him to have a chance to feel him- 
self and evaluate his more real and 
basic potentialities. 

The stutterer, though basically simi- 
lar in structure to other neurotics, may 
be said nevertheless to present charac- 
teristic differences in his orientation to- 
ward life. Because of his particular 
make-up, his early interpersonal rela- 
tions, and his accentuation on anxiety 
and fears in the speaking situation, 
there is created in him an idealized 
image of his own particular need to 
compensate for his own sense of inade- 
quacy in this area. I refer to this proc- 
ess of self-glorification in stuttering as 
the Demosthenes Complex. 

In the case of the person who stut- 
ters, his exaggerated sense of self-im- 
portance, his vanity and egocentricity, 
interfere with his having a real sense of 
self-confidence. This, along with his il- 
lusions of himself as the “perfect 
orator” in the speaking situation, has 
to be undermined in order for him to 
make fewer imaginary claims upon him- 
self and others, leading ultimately to a 
feeling of more solid inner strength. 

B. Bohdan Wassell,? in his book on 
group psychoanalysis, writes that the 
unique advantage of the group in ther- 
apy is the uncovering of “universal il- 
lusions,” the oscillating feelings of 
pride and self-contempt, the basic anx- 
iety common to all neurotics. Each 
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one learns that the others are as fright- 
ened and anxious as he is. Each one 
asks the same questions as to his iden- 
tity, how he fits in, how he compares 
with others, what others value, and so 
forth. In the process of working to- 
gether, the group develops a spirit that 
is an important background of feeling, 
akin to rapport in individual analysis 
and almost as difficult to define and 
demonstrate as the soul. This group 
spirit develops out of feelings of mutual 
respect and affection for each other.‘ 
Also, in group therapy, the actual dis- 
illusionment process—which can be of 
a very painful nature in individual 
therapy—is better tolerated by the pa- 
tient because of this same spirit of 
group acceptance and support. 

Difficulties in Beginning Therapy: A 
major problem in the treatment of stut- 
tering is how to encourage the stutterer 
to stay in and continue with the course 
of treatment. This, of course, involves 
first of all an evaluation of the real in- 
centives in the individual patient and 
what his expectations will be, once he 
consents to start therapy. 

Doubts and feelings of doom have 
become fixed in the minds of many stut- 
terers who have gone from clinic to 
clinic, from specialist to specialist, or 
have been subjected so-called 
“miraculous cures.” When these unfor- 
tunates are initially interviewed for 
what they may feel is another futile at- 
tempt, they often are skeptical and cau- 
tious. They have little real incentive to 
receive help in the solution of their 
problems and a difficult area of resist- 
ance is set up. Many times, in these 
instances, the therapist must give a great 
deal of himself initially by way of en- 
couragement. 

Group therapy is most beneficial in 
ameliorating the stutterers’ pessimism 
about themselves. To quote from a re- 
cent article by Benjamin Becker:”® 


“It requires courage for the patient to 
move forward in the psychoanalytic 
process. It is the courage of the pioneer, 
who is moving into unexplored terri- 
tory fraught with unknown dangers 
with which he must cope using new and 
untried weapons. Although growth and 
change are normal phenomena of hu- 
man living, transition is not easy at any 
stage of a person’s development and 
more difficult if there are neurotic im- 
pediments. Patients are often gripped 
by pessimism about their eventual 
growth. Their faith in themselves and 
in the therapeutic process sometimes 
wanes. In the group, people draw cour- 
age from the constructive efforts of the 
others as a whole. At times group inse- 
curity, uneasiness, and pessimism may 
come through. But with repeated posi- 
tive experiences, patients relate to one 
another with greater confidence.” 

To help remove those resistances 
which are perpetuated by the stutterer’s 
disturbed productivity and intellecual- 
izations: Besides the stutterer’s hesita- 
tions when speaking, he presents simi- 
lar inhibitions and blocks in the quality 
of his productions. The stutterer is 
known to block with his whole organ- 
ism—his feelings, attitudes, beliefs, and 
actions. 

The stutterer thinks highly of “wis- 
dom” and “intellect.” His thinking is 
usually in terms of absolutes. His re- 
sponses are purely on an intellectual 
level. His own inner fear of feelings 
forces him to seek logical and clean-cut 
answers to his problems. Seeking his 
conflicts at a distance, he tries to com- 
partmentalize and rationalize his short- 
comings and opposing tendencies. 

The group therapeutic process is very 
valuable as a constructively oriented 
setting wherein people can congregate 
and experience the quality of their rela- 
tions with others. At the beginning, 
each stutterer in a group situation may 
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set himself apart as an isolated and for- 
tified entity of his own. He will use his 
intellect to ward off any intimate con- 
tact with others in the group milieu, 
and resort to other defensive tactics, so 
his protective armor will not be pene- 
trated. However, as the members of the 
group get to know each other, they find 
areas of similarity and dissimilarity 
amongst themselves, develop further 
understanding of the meaning of the 
process they are engaged in, and finally 
draw more closely together. They feel 
freer to express both their thoughts 
and emotions, envision each other as 
human beings, and as a result there is 
less fear, not only of what the others 
might think or say, but also if their 
own anxieties and vulnerabilities. 

The actual stuttering symptom is one 
of the major blockages in productivity. 
The therapist struggling to remove the 
symptom itself and not working with 
the total character structure is easily 
caught in a tangle of intellectual dis- 
cussions on the presupposed cause-and- 
effect correlations of stuttering. 

In the group process, it is essential 
not to deal specifically with the stut- 
tering manifestation, but to understand 
what the stutterer is trying to express 
when he speaks, and especially at the 
time he stutters. The therapist must in- 
tercept and decode the messages the 
stutterer sends by the way he presents 
himself in speaking, his hidden mean- 
ings, feeling tones, anxieties, inhibi- 
tions, hesitations, and especially his 
own word jargon. 

In the group situation, stutterers 
tend to externalize their difficulties and 
conflicts onto each other. For the most 
part, the stutterer feels apart and dif- 
ferent from others in his society. He 
may feel that although others also have 
difficulties in life, they can cope with 
them and live more easily with their 
problems. He feels more permanently 


crippled than others because of the 
fact that he cannot hide or conceal his 
speech difficulty. He may rationalize 
to the effect that persons with migraine 
headaches, hard-of-hearing, asthma, and 
ulcers suffer, but they can still keep 
their troubles to themselves and go on 
living, while he, unable to speak flu- 
ently, has the added burden of social 
criticism and judgment. The stutterer 
makes tenacious claims that the world 
should provide him special services and 
privileges and entitle him to a “posi- 
tion in life,” “a job suitable to his 
speech incapacity,” “a society which 
will make allowances for his stutter- 
ing,” yet at the same time not make it 
too obvious that he is afflicted. These 
latter externalizations and claims need 
special attention in the group therapeu- 
tic situation and become more easily 
worked through in a _ heterogenous 
group than in an “all-stutterer” group, 
because of the possibility for compari- 
son and realistic evaluation. 

The average speaker usually experi- 
ences his speech as his own and as origi- 
nating from within himself. He feels a 
choice of his own words or group of 
words, though there may be some in- 
decision as to word pronunciation. 
Once he makes his decision and volun- 
tarily chooses his words, he will have 
little difficulty in consummating the 
speaking itself. The person who tends 
to stutter, however, generally experi- 
ences his speech as alien to himself and 
as coming from somewhere outside of 
himself. His dilemma in speaking is 
experienced not so much in terms of 
“what to say” but “how to say it,” with 
all of its explicit and implicit perfec- 
tionistic claims. In this sense, the group 
situation offers the stutterer a unique 
opportunity to hear himself as he 
speaks, to compare his speaking and its 
associated attitudes with the other 
members of the group, and, finally, to 
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act against his symptom in the specific 
situation that usually provokes it. And, 
most important of all, in a heterogen- 
ous group setting, he learns to under- 
stand and feel that he is not so dif- 
ferent from non-stutterers, and that 
most differences are soon minimized as 
people get to know each other and vis- 
ualize their difficulties through spon- 
taneous group interaction. 

To help alleviate disturbances in the 
therapist-patient relationship: The 
transference relationships among the 
participants in the group and between 
patients and therapist constitute one of 
the important aspects of the therapeu- 
tic process. Blockages in the course of 
therapy find their expression chiefly 
in these transference relationships. 

In the specific treatment of stutter- 
ing, the stutterer’s use of magical claims 
creates a formidable obstructing force 
in the therapeutic relationship. He 
further externalizes his feelings of 
magic onto the therapist and to the 
other members of the group, endowing 
them with qualities that are unrealistic 
and thus impossible to attain. The 
therapist becomes unique, is imagined as 
a magician who can and should easily 
and effortlessly rid him of his dilemma. 
At those times when he feels that his 
therapist or those of the group see 
through his maneuvers, the stutterer 
may use his affliction, with all of its ap- 
peals, distractions, and rituals, in a 
desperate drive to restore his weaken- 
ing defenses. Through all of this, the 
therapist’s real self comes through if 
shown to advantage, and his closeness 
to himself enables him to develop bet- 
ter relatedness with his group. The 
stutterer, despite his show of reluctance, 
secretly and truly wishes his therapist 
to be balanced, firm, and consistent for 
the most part. Only in this way will the 
therapist ultimately receive the stut- 
terer’s real respect and regard, and be 
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able to give him a true sense of security. 

To relieve the stutterer of his fears 
regarding any disturbance to his status 
quo: The stutterer lives in constant 
dread of having his protective struc- 
tures invaded or removed, with the ac- 
companying terror of crumbling and 
psychically going to pieces. His tolerance 
for struggle is at a low ebb and this can 
prove to be a most threatening block 
in the group situation. He fears open 
discussion or any direct criticism of 
himself, for he cannot face his conflicts 
squarely or bear their related anxiety. 

The stutterer fears any open display 
of emotions and protects himself by 
hiding behind a facade of intellectual- 
izations, evasions and rationalizations. 
Should these defenses fail in turn, he 
may resort to stuttering, or retreat by 
pleading helplessness and having abused 
feelings. Or, further, he may avoid the 
conflict entirely by resigning himself to 
a state of pseudo-unity. In so doing, he 
feels he is able to save face in at least 
part of the struggle. ‘ 

In this particular area of blockage, 
the group plays a most important role. 
The interrelatedness of the group 
milieu helps the stutterer to begin to 
see himself less as “just a stutterer” and 
more as a human being, despite his 
stuttering. He is helped to feel more 
hopeful and on firmer ground and, 
conversely, less resigned and frustrated. 
His anxieties and the threat to his 
“lofty position” becomes lessened; he 
becomes able to take a stand in rela- 
tion to his conflicts and to have the 
courage not only to face himself as he 
really is but also to change. 


CONCLUSION 9: 10 


In the final analysis, the group situ- 
ation gives the stutterer what he most 
surely needs—a sense of belonging, an 
atmosphere of union and unity, a feel- 
ing of respect with others, a spirit of 
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group acceptance and support, and fi- 
nally a controlled environment where 
he is able to act out his symptom in the 
specific situation that he feels ordi- 
narily provokes it. 

As the stutterer slowly finds himself 
progressing toward self-realization, he 
will tend to discard his neurosis and 
all that it implies, including stuttering. 

Whether group analysis in itself is 
of ultimate benefit to the problem of 
stuttering, or whether its greatest value 
may be to complement individual anal- 
ysis, needs further research and study. 


REFERENCES 


1. Gottlober, A. B.: Understanding Stuttering, 
Grune & Stratton, New York, 1953. 


57 


2. Greene, J. S. and Wells, E. J.: The Cause 
and Cure of Speech Disorders, Macmillan, 
New York, 1927. 

3- Horney, Karen: Neurosis and Human 
Growth, W. W. Norton, New York, 1950. 

4. Horney, Karen: Our Inner Conflicts, W. W. 
Norton, New York, 1945. 

5. Rose, Sidney: Group Psychoanalysis, Am. J. 
Psychoan., XVIII, 1, 1958, 69. 

6. Becker, Benjamin J.: Relatedness and Alien- 
ation in Group Psychoanalysis, Am. J. Psy- 
choan., XVIII, 2, 1958, 150. 

4. Wassell, B. Bohdan: Group Psychoanalysis, 
Philosophical Library, New York, 1959. 

8. Cf. 6, above: page 152. 

g. Barbara, Dominick A.: Communication in 
Stuttering, Dis. Nerv. System, 9 (47): 1, 
1958. 

10. Barbara, Dominick A.: Working with the 
Stuttering Problem, J. Nerv. & Ment. Dis., 
125 (2): $29, 1957. 


| | | 
- 
t 
f 


EXISTENTIAL PSYCHIATRY AND GROUP 
PSYCHOTHERAPY 


THomMAS Hora 


THERAPY GROUP is a structured life 
situation designed for the study 
and treatment of the diseased human 
being. The group situation illuminates 
the human personality in a multidimen- 
sional way and provides for a deeper 
understanding of the individual through 
the quality of his relationships to the 
other group members and the therapist. 
The group-psychotherapeutic experi- 
ence is a living, dynamic experience for 
all participants, including the therapist. 
In therapy groups the members func- 
tion not as samples of various psychic 
mechanisms or disease entites, but as 
people with specific ways of experienc- 
ing life and specific ways of dealing and 
communicating with the environment, 
that is, as individually characteristic 
modes of “being there.”!:2 Thus, in 
fact, the therapy group represents a 
microcosmos or a segment of the world, 
and as such it is a situation of an ex- 
istential encounter for all participants. 
It is a crossroads at which eight or ten 
people meet and in this meeting reveal 
to each other and discover for them- 
selves their particular modes of being- 
in-this world. When they part, the 
course of their progression through life 
is for the most part altered to an ap- 
preciable degree. 
As a personality, man is mostly a 
product of his family setting and his 


socio-cultural environment. As a hu- 
man being, however, he is an existential 
phenomenon in terms of his unique 
characteristics among the living crea- 
tures of this world. Survival, growth, 
and fulfillment require man to adapt 
himself to his fellow man, his family, 
to social, cultural, and economic con- 
ditions. However, beyond all this he is 
inescapably faced with the necessity of 
adjusting to the fundamental order of 
things as well. Which means that in 
order to be healthy, man must live in 
harmony with the ontological condi- 
tions of existence. 

The objectives of existential psycho- 
therapy point beyond personality in- 
tegration toward “ontic integration.” 
A fundamental aspect of this therapeu- 
tic process consists of liberating the pa- 
tient’s cognitive and creative potentiali- 
ties, which are usually blocked by his 
defensive systems. The awakening of 
the capacity for creative perception and 
response enables the patient to com- 
mune with his fellow man in a mean- 
ingful (dialogic) way and, beyond that, 
opens the door to realization of the 
transcendental—that is, ontological— 
ground of existence. This realization 
appears to be necessary for man to come 
to terms with his finite reality and thus 
find relief from the omnipresent exis-— 
tential anxiety, or dread of non-being. 
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The aim of existential psychiatry, 
therefore, is to broaden the psycho- 
dynamic and sociodynamic viewpoints 
and arrive at an integrated image of 
man which includes the contributions 
of phenomenological anthropology and 
fundamental ontology. These schools 
of thought illuminate the human being 
and his existence in an encompassing 
and deeply meaningful way. Among the 
significant contributions of these 
schools, many have direct bearing on 
psychiatry in general and psychotherapy 
in particular. For instance: the prob- 
lem of estrangement, temporality, in- 
tentionality, existential anxiety, human 
values, and various attitudes toward ex- 
istence. The meaningful realization of 
these existential coordinates provide the 
participants of the therapy group with 
a broader and deeper consciousness of 
the structure of their existence. 


OBSTACLES TO AUTHENTIC GROUP 
PARTICIPATION 


Authentic group participation—that 
is, genuine being-in-the-group—is only 
possible under conditions of openness, 
receptivity, and responsiveness toward 
the world. These human capacities are 
more often than not thwarted, distorted, 
and blocked to various degrees. The 
removal of these obstacles to cognition, 
to authentic interhuman communica- 
tion and communion, is an essential 
feature of the existential group psycho- 
therapeutic endeavor. Man is to be lib- 
erated from the prison of his “idios 
cosmos” (private world of ideas) and 
enabled to live in the “coinos cosmos” 
(shared world of communing) (Hera- 
clitus). Only here can his essential hu- 
manness come to fruition. The prison 
of his “idios cosmos” is built on various 
cognitive and conative disturbances 
acquired in the course of growing up 
under the combined influences of the 
environment and the inherent human 


inclinations, These result in the so- 
called “misguided modes of being-in- 
the-world.” 

Misguided modes of being-in-the- 
world reveal themselves as “contact dis- 
turbances” and “existential frustra- 
tion.” Man suffers from inadequate 
relationships with his fellow men and 
from inadequate realization of his in- 
herent potentialities. While the various 
aspects of contact disturbances are well- 
known within the framework of tradi- 
tional psychoanalytic schools of thought, 
Existentialism makes its contribution 
in illuminating the human being from 
the standpoint of his inherent ontic 
inclinations, which often cause him to 
be in disharmony with existence. 

Considerations of space make it pro- 
hibitive to treat these existential phe- 
nomena exhaustively here. These may 
be found in the literature on existential 
philosophy and existential psychother- 
apy in general. The following para- 
graphs constitute but a small and short 
sampling of certain phenomena of exist- 
ence which have immediate relevancy 
to group psychotherapy, inasmuch as 
they constitute some of the more fre- 
quently encountered obstacles to gen- 
uine being-in-the-group, that is, to free 
and authentic group participation. 


EsTRANGEMENT 


One of the predicaments of man is 
the peculiarity that his conceptual or 
abstract thinking tends to be dissociated 
from his experiential perceptiveness to 
such an extent that his reasoning power 
may actually hamper his capacities to 
experience, perceive, and cognize what 
is. A so-called “open mind” is difficult 
to attain because it entails the capacity 
for a temporary suspension of inten- 
tional (calculating) thinking in favor 
of heightened receptivity. Heidegger 
points up the difference between two 
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modes of thinking which he terms das 
Vorstellende Denken and das Andenk- 
ende Denken. 

This inclination often results in the 
phenomenon of estrangement or aliena- 
tion, where the experiential aspects of 
cognition are dissociated and the in- 
dividual may, for instance, seek to ar- 
rive at an understanding of his feelings 
through deductive reasoning. This is 
illustrated by a patient who, while sit- 
ting quietly in a group of rather heavy 
cigarette smokers, remarked in a casual 
way: “I must feel hostile toward smok- 
ers because I keep losing matches.” In- 
stead of experiencing the truth of his 
condition in the situation, he was de- 
ductively being “rational” about it. 

C. G. Jung is known to have said that 
modern man could be compared to 
someone who looks out of his apart- 
ment window on the twentieth floor and 
discovers that the house he lives in 
starts at the tenth floor. Below, there is 
nothing. The alienated individual is a 
stranger to himself and to his fellow 
man. The more he strives to bridge the 
gap between his thoughts and his ex- 
perience, the greater it becomes because 
his efforts are primarily intellectual. 
(This, by the way, is one of the main 
pitfalls of introspection and self-analy- 
sis.) He is a stranger amidst his fellow 
men because he is unable to experience 
himself as authentically in contact with 
others. Minkowski speaks of the loss of 
vital contact (La perte du contact vital) 
which characterizes modern man who 
is dissociated from his existential core. 
Karen Horney’s important contribu- 
tions to the elucidation of this problem 
hardly needs to be emphasized in this 
Association which so faithfully con- 
tinues to work in her spirit. 

Estrangement makes it difficult for a 
person to be-in-a-group. Such a person 
tends to be a “non-participating pseudo- 
observer,” not an actual member. 


PRESENCE 


Another obstacle to full and free 
group participation is the propensity 
to cling to the past and to be unduly 
preoccupied with the future. Conse- 
quently, the capacity to experience the 
present and respond to it is hampered. 
As one patient put it: “Before the group 
sessions I keep thinking, what I will 
say when I come here? And after the 
group sessions I keep ruminating over 
what I have said. While I am sitting 
here, inside I feel like I am running 
and cannot stop.” Such is the dilemma 
of a person who finds it difficult to be 
in full perceptual contact with the lived 
moment. His mode of being-in-the- 
world is characterized by a disturbed 
temporality, that is, he lives in unceas- 
ing conflict with time. 

Such a person may find it difficult to 
actually be-in-the-group. He may find 
himself repeatedly out of step with the 
context of the moment. He may re- 
peatedly drift off into worrying about 
the future or may tend to divert the at- 
tention of the group from what is to 
what was. Conflict with time has its in- 
terhuman repercussions and is revealed 
in the group as an agitated mode of 
absent-mindedness and distractibility. 
The person whose mode of group par- 
ticipation reveals a disturbed temporal- 
ity is often overly concerned with be- 
coming. Such striving to become under- 
lies a preoccupation with what was in 
order to change what will be in accord- 
ance with how it should be. The desire 
to become dislocates existence by inter- 
fering with the awareness of what is 
from moment to moment. Since exist- 
ence is a process, man. cannot really 
understand himself once and for all, 
only from moment to moment. Know- 
ing oneself must not be confused with 
knowing about oneself. Transformation 
and healing can only occur through 
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man’s knowing himself. This entails a 
continuous awareness of what is from 
moment to moment. Living in harmony 
with the stream of time abolishes the 
problem of temporality. Man and time 
fuse. In this at-oneness the truth of one- 
self as process is revealed. Truth liber- 
ates and transforms man into that being 
which he really is. 


INTENTIONALITY 


Closely related to the problem of 
being present to the present is the prob- 
lem of intentionality. This frequently 
occurring problem could be called “the 
dilemma of planned or intended ex- 
periencing.” By living according to the 
Cartesian principle, “Cogito, ergo sum,” 
man seeks to experience his thoughts. 
He plans in his mind the experiences 
which are to come to him. By putting 
thought before perception, man of nec- 
essity falsifies reality and blocks it from 
reaching him in its full scope. As a con- 
sequence, he finds himself in a state of 
inner emptiness and hunger for experi- 
ences which he tries to satisfy though 
ever-increasing efforts at feeling what 
he thinks he would like to feel or should 
be feeling. Patients sometimes ask: 
“What should I be feeling, doctor?” 

The intention to experience some- 
thing makes it impossible to experience 
the truth of what really is. The blunt- 
ing of the capacity to experience can 
conceivably lead to such affective im- 
proverishment and inward sense of 
emptiness that it may cause man to re- 
sort to violent attempts at providing 
himself with craved-for experiences. 
This may be an important aspect of 


sadism, masochism, manipulativeness, 


and even criminal acting-out. 

One patient whom the group mem- 
bers called “the thinker” used to sit in 
her chair, looking seductively at the 
therapist and biting her fist in a fierce 
and rather disquieting way. Her stand- 


61 


ard complaint was that she could not 
“gratify her needs.” Her intellectuality 
and intentionality was like a hard shell 
which stood in the way of tasting the 
flavor of life in free and reverent re- 
ceptivity. 

In another instance, a colleague one 
day confessed that he used to come to 
the session with the intention of taking 
home a “few pounds of psychotherapy.” 
The intention to acquire knowledge, 
to learn, to remember, to accept or not- 
accept, to believe or disbelieve, to agree 
or disagree, are epistemological barriers 
to the open mind so essential for under- 
standing to happen. 


EXISTENTIAL ANXIETY 


Man is the being who can be con- 
scious of his existence. This conscious- 
ness presupposes the realization of the 
inescapable potentiality of non-exist- 
ence. Existential anxiety is a natural 
and omnipresent aspect of human life 
and is dealt with either by receptive 
awareness or by attempts at various and 
manifold escape mechanisms and de- 
fensive strivings. 

One of the more frequent escape 
mechanisms is the avoidance of experi- 
encing through flight into intellectual- 
ity. This in turn leads to estrangement 
and the cognitive disturbances men- 
tioned above. 

The striving for a sense of security of 
being drives man to reach out in a 
grasping and clinging fashion for count- 
less possessions of objects, people, sys- 
tems, concepts, ideas. He invests these 
with illusory importance and security 
value. He tends to objectify people and 
living creatures for the same end. That 
is, he wishes to cling to them as illusory 
protective devices against existential 
anxiety. As if saying: “I possess, there- 
fore I am” (Habeo, ergo sum.) 

He hangs onto his thoughts and be- 
liefs as onto straps in a subway train, 
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and tends to view the straps to which 
others cling as inferior and unreal. Any- 
one who challenges the validity of his 
thinking or the value of his possessions 
tends to mobilize existential anxiety 
and may elicit hostile defensiveness. 

The tendency to cling to one’s 
thoughts and beliefs for security is cer- 
tainly one of the main reasons of con- 
flict between ideologies, schools of 
thought and frames of references, 
whether political, religious, scientific, 
social, economic, or psychoanalytic. 

Needless to say, such defensive striv- 
ings cripple man’s existence by robbing 
him of his freedom and creative spon- 
taneity. Seeking to escape from the 
dread of losing his life, man lives in 
dread of losing his defenses. The more 
he clings to them, the more he becomes 
immobilized by them. Finally, that 
which he clings to, clings to him. 

Such a tragically paradoxical di- 
lemma was expressed by one successful 
businessman suffering from coronary 
heart disease and high blood pressure, 
the following way: “I know that my 
life is a ‘rat race’ and it is killing me, 
but I am afraid to stop because I might 
become a nobody and die.” Then he 
added: “It looks like fear of death is 
driving me to commit suicide.” 


ENCROACHMENT 


The combination of so-called depend- 
ent and domineering, or passive and 
aggressive, tendencies in the same per- 
son can create severe interhuman con- 
tact disturbances, social anxiety, and 
psychosomatic conditions. What ap- 
pears as a problem of domination and 
dependency is here understood as a 
problem of the tendency to encroach 
on existence. Domination is encroach- 
ment on the existence of others. Pas- 
sivity and dependency may be viewed 
as encroachment on the existence of 
one’s own. In either case, man suffers 


existential guilt which tends to become 
manifest in the form of embarrassment 
and social anxiety. 

In group situations, the encroaching 
person tends to alternate between the 
supine (feet on the table) position and 
aggressive, intent leaning forward in 
his chair. In his manner of speech, he 
tends to alternate between hard, ham- 
mer-blow, staccato expressions and 
whining (‘“‘belly-aching”) speech. He is 
alternately boastful and complaining— 
or even simultaneously. He is either 
overassertive or yielding and timid. His 
face may have hard, aggressive lines 
while in his eyes there may be softness. 
He may feel guilty if he is aggressive 
and ashamed of his timidity. He may 
fear asserting himself and be afraid not 
to assert himself. He may be afraid to 
be outspoken and afraid to be reticent. 
If he speaks, he may be afraid of being 
considered obtrusive and boastful. If he 
is silent, he may be afraid of being con- 
sidered stupid, timid, shy, anxious, 
ignorant. He may feel himself caught 
in a “double bind.” Whichever way he 
moves, he is liable to bring embarrass- 
ment or disaster upon himself. He may 
finally avoid meeting people: he may 
withdraw from his friends and limit 
his existence to a minimum. 

The encroaching person has consid- 
erable difficulty in the group. His con- 
tact disturbances tend to be maximal 
and, therefore, he may require a great 
deal of preliminary elucidation, prefer- 
ably in individual treatment. 


HuMAN VALUES 


As long as man is in the throes of 
existential anxiety, his ethics and mo- 
rality are of necessity artificial and based 
on discipline, self-abnegation, or hypoc- 
risy. Man’s defensive preoccupation 
with security, status, power, and per- 
manence will unavoidably drive him in 
the direction of egocentricity. Conse- 


Tu 


quently, selfishness, greed, possessive- 
ness, exploitativeness, coerciveness, de- 


pendency, domination, parasitism, 
ambition, vanity, hunger for power and 
influence, fame, and popularity remain 
problems regardless of moral codes, 
good intentions, or discipline. 

The group situation invariably high- 
lights the ethical conflict of the individ- 
ual in his pathetic struggle to reconcile 
his sense of moral responsibility with 
his egocentric defensive needs. The 
problem of authenticity of being points 
to the significance of values in human 
existence in general and in psychopath- 
ology in particular. In general, it can 
be said that distorted human values are 
to be found in most psychopathological 
conditions. In a paper entitled “Group 
Psychotherapy, Human Values and 
Mental Health,”® it was pointed out 
that sound human values are an in- 
separable aspect of mental health and 
that the process of personality integra- 
tion through the medium of group psy- 
chotherapy provides ample evidence 
that positive principles of ethics and 
morality are integral to mental health. 

The problem of human values is 
closely associated with the peculiarity 
of the human condition in general. The 
human condition as such is character- 
ized by the fact that man is cast into 
this world and removed from it by 
forces beyond his control, therefore be- 
yond his responsibility. Yet for the 
duration of his life he is charged with 
the task of making the best of his given 
potentialities. From an_ ontological 
standpoint, man has two freedoms: the 
freedom to fulfill his potentialities and 
the freedom to fail to fulfill them. If 
he fails to fulfill his given potentialities 
he may experience existential guilt. 

As for human values, they too are 
mostly imposed upon man in his forma- 
tive years by his environment. Man may 
not be responsible for having acquired 
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wrong values, yet he is responsible and 
suffers the consequences if he keeps 
them. It is his responsibility to change 
his wrong values and adopt healthy 
ones. In addition to all this, there is a 
natural propensity for man to submit 
to group pressures, to deny his inner 
reality, and to conform to social mores. 
In Riesman’s®* words, man tends to be- 
come “other-directed,” thus losing con- 
tact with himself and sinking into un- 
authenticity. 


‘TRANSFERENCE AND NON-TRANSFERENCE 


It is sometimes assumed that existen- 
tial psychiatry neglects transference 
factors and pays more attention to non- 
transference factors. However, from the 
standpoint of existential psychotherapy, 
the concern with non-transference fac- 
tors appears to be a mistake similar to 
the preoccupation with transference fac- 
tors. For in either case we would fall 
prey to the self-defeating tendency of 
studying human beings in parts or in 
aspects only. A person who is taken 
apart becomes an object. An object is 
not a living creature. The sum total of 
parts of a human being does not add 
up to a whole human being. Scientific 
objectification is painful to the patient 
and defeats our endeavors to under- 
stand him. 

If the issue of transference is consid- 
ered, it can be said that transference is 
the misuse, avoidance, misunderstand- 
ing, misinterpretation, falsification, de- 
nial, or unawareness of the reality of a 
current situation. Furthermore, trans- 
ference is personal history. To see trans- 
ference in a person is to see primarily 
his historical conditioning, rather than 
the human being as he really is. The 
analyst or group psychotherapist whose 
attention is centered on transference 
factors or non-transference factors may 
tend to objectify his patient in accord- 
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ance with a particular pseudoscientific 
bias. Instead of a forest, he may see only 
certain trees twisted in particular ways 
by some environmental or other influ- 
ences in the distant past. Such partial 
and limited perspectives have their 
validity and usefulness in specialized 
areas of scientific research, especially in 
relation to the object world. But when 
it comes to the understanding of human 
beings, a holistic mode of perception, 
cognition, understanding, and response 
seems preferable. 

The existential encounter is an event 
where the patient as whole, that is, as a 
“being-in-the-world,” is revealed to the 
therapist by way of the phenomenologi- 
cal mode of cognition. 

What is the phenomenological mode 
of cognition? It may be described as the 
unbiased, “open-minded” understand- 
ing of another person as an existent 
from moment-to-moment. Why from 
moment to moment? Because man is 
an existential process. Therefore, he 
cannot really be known once and for 
all. Neither can man know himself once 
and for all. As mentioned before, know- 
ing oneself must not be confused with 
knowing about oneself. The phenomen- 
ological mode of cognition opens up to 
human consciousness the loving mode 
of knowledge. It reveals to man the 
“realm of Love-Intelligence.”7 

If we carefully consider that which in 
traditional psychoanalysis is called “in- 
sight” we. discover that it is actually 
“hindsight.” Which means knowing 
oneself as one was in order to change 
oneself in accordance with how one 
“should be”—that is, in accordance 
with certain mentally projected stand- 
ards. Now all this at times may lead to 
a form of psychopathology which could 
be called the “syndrome of the self- 
made man.” Man who “makes” himself 
healthy may become sicker than he was. 
For health cannot be made. It comes 
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into being when the truth of oneself as 
process is understood. 

In the therapy groups, patients reveal 
themselves to each other and to the 
therapist in accordance with their par- 
ticular modes of being-in-the-world. 
This revelation is a continuous process 
of elucidation of the ongoing stream of 
events without casual, genetic, histori- 
cal, teleological, or other considerations. 
The continuous awareness and elucida- 
tion of what is happening contains all 
the above-mentioned aspects of being 
human—that is, it contains all trans- 
ference, as well as non-transference, as- 
pects of the participating individuals, 
but it transcends them all. Therefore, 
special interpretations are not required. 
That which is speaks for itself, provided 
it is understood phenomenologically 
rather than interpreted in accordance 
with certain theoretical presuppositions. 
That which is understood needs no in- 
terpretation. That which is interpreted 
is seldom understood. 


Tue Group PROcEss 


In considering patients from an ex- 
istential standpoint, it is found that, 
notwithstanding their diagnostic cate- 
gories of psychopathology, they suffer 
from disturbed modes of being-in-the- 
world. In the group situation they are 
revealed as hampered in their capacities 
to communicate meaningfully with 
their fellow group members, and con- 
sequently they suffer both from a sense 
of isolation and from frequently recur- 
ring conflicts. They are further afflicted 
by a limited capacity for presence—that 
is, they are in conflict with time, with 
their own intentionalities, strivings, 
ethical codes, and defensive attitudes. 

Whenever two or more people meet, 
they affect each other profoundly. Most 
of the impact which people have upon 
each other, however, remains below the 
surface of conscious awareness, or, as 
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the neurophysiologist J. C. Lilly® puts 
it: “There is evidence that the greatest 
part of our experience comes into us 
through paths unbeknownst to con- 
sciousness.” 

When a group of people meets, every 
participant is exposed to the impact of 
the sum total of all stimuli present. 
This total of stimuli is the content 
of the group atmosphere. This atmos- 
phere is charged with affective currents. 
The nature of man’s ties to his fellow 
man is essentially affective. Emotional 
perceptivity and emotional communi- 
cativeness are essential features of 
human nature. Emotions are communi- 
cated through verbal, nonverbal, con- 
scious, and nonconscious channels. We 
even speak of “emotional contagion” as 
a group phenomenon. 

An undifferentiated state of affective 
stimulation creates a need to organize 
this affect into thoughts. This is experi- 
enced as group tension. The partici- 
pants experience an inner urge to do 
something. This results in a need to 
talk. Language here is used as substitute 
action, serving the need to discharge 
inner tension. This (vicarious) use of 
language communicates little that is es- 
sential. It clarifies nothing. It is a verbal 
form of acting out and as such it serves 
the purpose of tension reduction. This, 
in turn, makes it possible for the partic- 
ipants to avoid becoming aware of what 
they are really experiencing. 

Whenever a group meets, certain 
basic phenomena are observable from 
the start. These are: 1) The impact of 
the participants upon each other, 2) 
Unspecified affective cross-currents, 3) 
A group atmosphere, 4) Group tension, 
and 5) A certain pervasive anxiety. 

After the initial tension is discharged 
and the anxiety relieved, there follows 
a stage of curiosity about each other. 
This curiosity does not serve the pur- 
pose of really understanding one an- 


other, but rather to compare notes and 
see how one “stacks up” in comparison 
with the others. Language is used here 
in a superficial, exploratory, or con- 
cealing manner. 

We see that right from the start the 
group members are primarily con- 
cerned with gratifying their own per- 
sonal needs for tension reduction, even 
though they appear to be talking to 
each other and seemingly are interested 
in each other. This kind of duplicity 
or unauthenticity is so universal that 
few people give it a second thought. It 
is an accepted mode of social behavior. 
And yet this phenomenon is the first 
step in the direction of gradual self- 
estrangement. It is the first contact with 
the whirlpool of unauthenticity which 
threatens man throughout his life. 

Patients find it very difficult to re- 
frain from the usual ways of discharg- 
ing their tensions, One patient re- 
marked: “I feel like an overcharged 
soda bottle about to pop.” This state- 
ment is an example of how a patient 
begins to become aware of what he is 
experiencing. This is the first step in 
the direction of broadening of his con- 
sciousness into the proprioceptive sphere 
of awareness. Having given expression 
to the truth of his inner experience, the 
patient finds relief from tension. One 
patient expressed it the following way: 
“The group is the only place where I 
feel truly alive because everywhere else 
I am mostly lying.” By this she meant 
to say that in her social and professional 
life she is only aware of her thoughts 
and strivings and there is a disharmony 
between what she is usually saying and 
feeling. It appears that language is a 
“hidden door” which can lead either to 
alienation or to integrated authentic 
existence, depending on how it is used. 

Essentially, group members act and 
talk in pursuit of their needs to escape 
existential anxiety. This leads unavoid- 
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ably to conflict between divergent 
needs. The conflict is accompanied by 
neurotic anxiety which, phenomeno- 
logically, is an awareness of the inner 
disharmony between thought, feeling, 
experience, and striving. Thus, in ther- 
apy groups, man is revealed as being 
buffeted between his need to escape 
from existential anxiety and his need 
to avoid neurotic anxiety. What bal- 
ance he strikes or how he goes about 
coping with his human predicament is 
quite specific to every individual and 
constitutes his special mode of being- 
in-the-world. 

This mode of being-in-this-world in- 
cludes all possible mechanisms of de- 
fense, diagnostic categories, or nosologic 
entities of psychopathology as part of a 
general adaptation to life. The group 
situation illuminates the significance of 
Martin Buber’s dialogue. For the in- 
capacity for genuine, reciprocal, non- 
manipulative communication among 
the members of the group is indicative 
of their failure to come to terms with 
their human condition. 

It was described above how inner 
tension drives the group members to 
use language in an unauthentic, essen- 
tially non-communicative way as a form 
of verbal acting out for the purpose of 
avoiding awareness of what is experi- 
enced. Existential anxiety drives the 
group members to become preoccupied 
with one another as objects. This leads 
to a use of language which again is es- 
sentially a form of acting out in a 
manipulative sense. That is, under the 
impact of existential anxiety, the mem- 
bers are driven to seek mastery over the 
object world and thus they attempt to 
master each other by a verbal form of 
manipulation and probing. For in- 
stance, one patient said to another in a 
group: “When you look at me, I feel 
like an automobile engine which needs 
to be repaired.” 


The human situation reveals itself in 
the therapy groups as a rather complex 
problem of adaptation requiring man 
to fit himself into a world into which 
he is “thrown” under rather difficult 
conditions. As one patient put it: 

“Life is like being in jail, sentenced 
to die. Trying to escape makes things 
worse, you keep hurting yourself in the 
fruitless effort. There is no way out. I 
wish I could believe in God and trust 
Him that all this has some sense and 
purpose. Then perhaps I could accept 
my situation.” 

Another patient said: 

“Here we are sitting in a circle, fac- 
ing one another, yet we are keenly 
aware of our separateness. It is almost 
like being in solitary confinement. My 
eyes are windows through which I am 
peering at the world, wishing to get out 
of myself and fuse with everything that 
is outside of me to escape aloneness.” 

Every group session becomes an ex- 
perience of looking into a multifaceted 
psychological mirror and discovering 
more and more details about one’s own 
mode of being or failing to be-in-this- 
world due to a variety of defensive at- 
titudes and strivings evolved in the 
course of a lifetime. 

In the main, the group psychother- 
apeutic process could be vaguely con- 
sidered as consisting of a phase of self- 
discovery, followed by a gradually 
increasing amount of self-understand- 
ing, which then yields to a phase of ex- 
perimentation in learning to let-go of 
the defensive strivings. This phase is ex- 
perienced as rather anxiety-laden. Suc- 
cess in learning to accept one’s anx- 
iousness is an important step in the 
direction of accepting one’s “thrown- 
ness” (Geworfenheit), or ontic condi- 
tion, and is rewarded by a new phase of 
discovering oneself as being-in-the- 
world in an authentic fashion. This 
may at times have phenomenological 
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concomitants. For instance, one pa- 
tient said: 

“Willingness to be afraid has freed 
me of my fear and suddenly I realized 
that people are three-dimensional.” 

In other words, this patient discov- 
ered that her previous existence took 
place in a two-dimensional world. Spa- 
tiality is a phenomenological coordinate 
of human existence, as has been demon- 
strated by Binswanger. 

In the therapy group, patients be- 
come increasingly aware of the differ- 
ence between talking to people and 
communing with people.!® Further- 
more, they discover the difference be- 
tween knowing about oneself and un- 
derstanding oneself. 

Since the group is conceived of as a 
microcosmos and an arena for an exis- 
tential encounter, all conceptualiza- 
tions, historical references, and outside 
issues are considered as of secondary 
significance and interactions are viewed 
in the content of “here and now.” The 
focus is on the creative understanding 
of “what is”! from moment to moment 
and from “heart to heart.” By which is 
meant an increasing awareness of the 
unfolding of the existential process in 
each participant. 

While the group setting is a struc- 
tured one in terms of time, place, num- 
ber of participants, circular arrange- 
ment of chairs, and so forth, the group 
process itself is unstructured except by 
the impact of the therapist’s personality, 
which unavoidably and very meaning- 
fully focuses on certain values reflected 
by his mode of being-in-the-world. 
These values are invariably and un- 
avoidably communicated by the thera- 
pist’s bearing, facial expressions, atti- 
tudes, and responses. The authenticity 
of the therapist as a being is obviously 
of utmost importance, since otherwise a 
great deal of confusion and conflict can 
arise from the disparity between his ut- 
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terances and his attitudinal communica- 
tions. For example, one patient said: 

“You say that we are free and nothing 
is demanded of us, but when you sit 
there looking at us, we feel that you 
expect us to talk.” 

The road to authenticity of being 
leads through a rather painful phase of 
enduring periods of silence in the 
group. Since the habitual way of being 
for most group members is to treat one 
another as objects, and to attempt to 
probe, manipulate, influence, and use 
one another for the purpose of gratifi- 
cation of personal needs of selfish na- 
ture, the gradual renunciation of this 
habitual mode of relating with its act- 
ing-out use of verbal and nonverbal lan- 
guage leads eventually to a state which 
Heidegger calls “speechless silence.” 

According to Heidegger, “speechless 
silence” is the “Soundless voice of Be- 
ing’ which opens up the dread of No- 
thingness. “Nothingness in its other- 
ness to all that is, is the Veil of Being.” 
Which means that Nothingness, if con- 
fronted in personal experience, unveils 
“all that is” in a meaningful way. 

One patient reported a dream to the 
group which immediately was recog- 
nized by the others as a turning point 
in his life. The patient spoke about it 
as a “dreadful encounter” with death 
which he miraculously survived. He 
dreamed that, while walking with a 
shadowy companion on a lonely road, 
he heard from a great distance the hum 
of an approaching plane. He had a 
vague premonition of disaster. This 
premonition grew gradually into panic 
when he noticed that the plane was 
actually in a nose-dive and heading 
straight at him. In the last moment, 
while throwing himself to the ground, 
all fear left him and the thought passed 
through his mind that this was the end. 
He felt the wheel of the plane touch 
his shoulder as it crashed in flames a 
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few feet away. He got up, and his first 
thought was: “I must try to save the 
pilot from the wreckage.” Suddenly, life 
became for him a continuous miracle 
to be deeply appreciated. For this pa- 
tient, reverence for life became a “tan- 
gible reality,” rather than just a philo- 
sophical presupposition. 

In the periods of speechless silence 
the group members experience existen- 
tial anxiety and develop the capacity to 
endure it. These painful periods of 
silence reveal to them the phenomenon 
of boredom. Boredom is a state of 
meaninglessness of existence which 
emerges whenever one attempts to re- 
nounce the pursuit of false meanings 
or when the pursuit of such meanings 
is made impossible through psychother- 
apeutic illumination. 

The periods of silent boredom pre- 
vail for a while until, one by one, the 
group participants arrive at the edge of 
the “wasteland” and begin to communi- 
cate in an increasingly authentic way. 
For example, a patient began his group 
session with an effusive expression of 
his gratitude to the group members and 
personal thanks to the therapist for his 
having succeeded in getting a job as a 
schoolteacher. He spoke with some in- 
sistence and tension in his demeanor. 
He gave the impression of someone who 
was trying to force a present on another 
person. After he had finished, there was 
a long uneasy period of silence. Some 
group members avoided responding; 
others congratulated him somewhat 
sheepishly, but there was one member 
who said the following: 

“Your expressions of gratitude make 
me feel as though I were being bribed. 
It is an uncomfortable and embarrass- 
ing experience. You are forcing your 
thanks on us and trying to corrupt us 
to accept credit for something we do 
not deserve.” 

This authentic response had an im- 


mediate tension-relieving effect on all, 
including the patient. At this point, 
some of the other members reminded 
the patient that, while his gratitude was 
now so insistent he tended at other 
times to blame people for his failures. 

This is an illustration of the differ- 
ence between the authentic and un- 
authentic ways of responding and com-. 
municating. We see that the unauthentic 
group members responded either with 
empty, superficial politeness or with 
evasive silence, while the authentic 
group member expressed the truth of 
his inner experience, thus relieving the 
group tension caused by the threatened 
breakdown in communication. 

The participants learn to be aware of 
what they are experiencing and the. 
interactions between patient and pa- 
tient, or patient and therapist, are con- 
cerned primarily with the experiential 
aspects of the communications, while 
content is given secondary importance. 
For instance, a patient may break a 
prolonged silence by telling a dream. 
Instead of analyzing the content of the 
dream, the group members may respond 
with expressing their feelings about the 
fact that the patient chose to tell a 
dream at that particular moment; or 
they may respond to the manner in 
which the dream was told, or they may 
analyze the impact of this event upon 
the group. For example, one female pa- 
tient told a dream about sharing the 
superintendent of the house in which 
she lived with a roommate for sexual 
purposes. In response to this, one fe- 
male group member said: “I feel un- 
easy about your dream and your way of 
telling it.” Another patient said he per- 
ceived a certain demeaning attitude in 
the manner of presentation of the 
dream. Another patient remarked: “It 
seems that you told the dream in order 
to cover up your embarrassment over 
the competitive strivings which you 
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have for the doctor.” At this point, the 
first patient said: “Now I understand 
why I felt so uneasy about your dream. 
I think we are competing for the doctor 
and I am the roommate of your dream.” 
Another patient summed it up by say- 
ing: “You are demeaning the doctor be- 
cause you are ashamed of your cravings 
for him and find it humiliating to com- 
pete for his attention.” 

The experiential elements of the 
situation in which an interaction oc- 
curs, illuminate the content in a partic- 
ularly meaningful way.'!* The ontologi- 
cal essence and existential meaning of 
a dream or communication is to be 
found primarily in its basic climate 
(Gestimmtheit) and only secondarily in 
its symbolic content. 

Significantly enough, the capacity to 
be aware of the experiential impact of 
the others upon oneself and vice versa 
tends to open up a new dimension of 
consciousness which leads to a growing 
understanding of one’s own structure of 
being-in-this-world or failing to be-in- 
this-world due to various defensive at- 
titudes and strivings. As one patient 
put it: “I can feel myself standing in 
my own way.” 

The experiential awareness of one’s 
own defensiveness converts the mean- 
ing of the defense from comfort to ob- 
stacle and impediment. The moment 
one experiences one’s own defenses as 
impediments, one becomes eager to let 
go of them. The moment one experi- 
ences one’s own strivings as a source of 
stress, anxiety, and conflict, one be- 
comes eager to give them up. The mo- 
ment one becomes aware of one’s own 
temporality and _ spatiality—that is, 
one’s own relationship to time and space 
—one becomes sensitive to conflicts 
which arise in contact with others 
whose temporality and spatiality may 
be different from one’s own. The group 
situation provides the opportunity for 
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experiencing the self-defeating nature 
and burdensomeness of defensive atti- 
tudes and strivings. 

The change to authenticity of being 
is characterized above all by truthful- 
ness of expression, mutual regard, re- 
spect for the freedom and integrity of 
all, increased perceptivity and creativity 
of thinking. The use of language be- 
comes dedicated to communication in 
its stricter sense rather than to anything 
else. This is not easily attained. As one 
patient put it: “One of the most diffi- 
cult things is to talk in such a way as 
to really say something rather than seek 
to get something.” 

Another patient followed this up by 
saying: “It is almost as if we had to die 
before we could really live.” 

Indeed, the periods of silence are at 
times so painful that some patients ex- 
perience dizziness and fleeting reactions 
of depersonalization and derealization 
on such occasions. The dread of noth- 
ingness appears to be related to the 
phenomena which occur in man when 
exposed to perceptual isolation.'% 

The problem of loneliness and isola- 
tion is overcome through self-transcen- 
dence in the sense of the existential 
meeting, which is a mode of relatedness 
described by Martin Buber as “mutual 
spiritual inclusion,” or by Gabriel Mar- 
cel as “intersubjectivity.” In terms of 
the therapy groups, it means a mode of 
“being-there” involving the total ex- 
periential sphere and communication 
potential of all participants. The capac- 
ity for this kind of presence is rooted in 
the attainment of authenticity of being. 

Group psychotherapy provides the 
patients with an opportunity to recog- 
nize, understand, and liberate them- 
selves from the obstacles and impedi- 
ments which have hitherto stood in the 
way of their free, full, and conscious 
participation in the process of existence 
as it unfolds in the “coinos cosmos.” 
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DISCUSSION 


Louis E. DeRosis, M.D., New York: It is 
my pleasure to be able to discuss Dr. Hora’s 
paper. I want to address myself to some 
aspects of it which I found especially signif- 
icant and which I believe may contribute 
to the elucidation of the therapeutic pro- 
cess and theory, as it relates to the practice 
of psychoanalysis. 

To begin with, Dr. Hora deplores the 
fact that the tendency of the therapist is to 
regard his patient in pieces. From this, he 


infers that we regard him as an object. And 
that by so doing we are unable to experi- 
ence him as a whole being in the world. I 


_ Suggest that the ability to experience our 


patient as being composed of pieces, or 
aspects, is not incompatible with the 
ability to experience him, at the same 
time, as being a whole being in the world. 
It is my experience that when a patient 
comes for treatment he comes because he 
knows in his bones, somehow, that he is 
going to pieces, and that he wants some 
kind of organization. He wants it one way 
or another—to be made into a whole. Many 
times a patient will give us a direct state- 
ment to the effect that he is going to pieces 
and that he is losing his mind, or some 
other such expression of his impending 
disintegration. He has tried to make him- 
self into an organized whole and has been 
unsuccessful at it, and now he comes ex- 
pecting us to do what he himself finds im- 
possible to do. 

I believe it is generally felt that man is 
seeking wholeness, regardless of the partic- 
ular position from which he takes his stand. 
We must, however, ask the following ques- 
tions: What is the person trying to organize 
into a whole? Is it possible to do what he 
sets himself to do? It is commonly known 
that our patient has a history of having de- 
veloped in a situation where he was un- 
able, as a child, to handle the conflict with 
which he was presented. The conflict came 
to him long before he had a self that could 
avoid involvement in such situations, which 
were patently impossible of healthy involve- 
ment. A child has no choice when he is pre- 
sented with conflicted attitudes, and he 
must, for the sake of emotional and some- 
times even physical survival, take a stand of 
one kind or another, The stand the child 
takes usually requires him to evolve a way 
of being that surmounts the conflicting atti- 
tudes with which he is confronted. This sur- 
mounting process starts the alienating pro- 
cess, because it removes him at least one 
step from being in a position to involve 
himself with the world in a direct one-to- 
one fashion. Once this process begins in 
early life, the child is on his way to be- 
coming lost to the world, in the sense of 
having lost the freedom to deal with it in 
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a direct fashion. He is no longer able to 
observe the world. He cannot do this be- 
cause he must continuously relate to the 
world only on the basis of how he can deal 
with it, in terms of this veil of surmounting 
of conflict, which will probably dog him for 
the rest of his life. Each effort to surmount 
conflict invites a corresponding piece of 
unawareness, since it serves him no purpose 
to be aware of that which he is surmount- 
ing. He is content to rest with the sur- 
mounting process, When I say surmount- 
ing, I mean the use of responses such as 
rationalization or compartmentalization by 
means of which a person may obfuscate the 
fact that he is presented with irreconcilable 
approaches to the life situation. To use Dr. 
Hora’s phrase, his “being-in-the-world” is 
no longer possible, since he is unable to ef- 
fect and to maintain a continuity of direct- 
ness with it. In fact, as time passes, he is no 
longer capable of recognizing the existence 
of a condition in human existence in which 
it is possible to communicate directly, 
meaningfully, pertinently, and at once with 
the other person. 

Were it not for the fact that this sur- 
mounting process develops in such a fash- 
ion that it becomes bulky, by comparison, 
to that which supports it—that is, the avail- 
able vitality of the real self, the authentic 
being—there would not be the great dif- 
ficulty that eventually ensues. In time, this 
mass of overlay exceeds the patient’s ca- 
pacity to sustain it, and it is at this time 
that it begins to break up. It is too much 
to bear. The patient feels overwhelmed. 
This is what the patient experiences when 
he complains of going to pieces. To add 
to his difficulties, the patient is totally una- 
ware of that which is happening to him. 
He usually can report only the distant re- 
verberations as vague feeling states. In ex- 
treme cases, he reports feelings of unreal- 
ity, of unsubstantiality, and of amnesias. 
He feels utterly alone and in the dark. So 
he brings us this enormous mass of data 
of being which he now can no longer proc- 
€ss or integrate. He wants us to take these 
data and to make them interrelate as a 
harmonious whole. He wants us to rid him 
of his fears, of his inhibitions, and, further, 
to help him to effect his potentialities. 
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Perhaps no greater distress has been 
visited upon our patients than this adver- 
tising of creativity and potentiality. They 
have seized upon it with zeal. They have 
goals they never had before. They strive 
where they were resigned. But, significantly, 
they emerge from this “creative exposure” 
with ever-deepened despair, loneliness, and 
emptiness. They have more fuel to burn in 
the flame of frustration, for new goals do 
not, per se, result in new freedom to ef- 
fect them. In fact, only too often more in- 
sult is added to an already all-too-preg- 
nable self-esteem. 

The whole child, the child who feels a 
one-to-one relation to the world, quickly 
sizes up that which is patently beyond his 
grasp, and adjusts his goals to that which 
is attainable. Our patient cannot do this, 
for in having alienated himself he has lost 
this capacity to estimate. Probability be- 
comes at best a device, and not a descrip- 
tion of the total life process. If we are free 
to be in movement, to be alive, it is only 
rarely that we can come together in what 
we can know as completely synchronous. 
We content ourselves with less, and we 
deeply appreciate these rare moments of 
exquisite coincidence. But the bread and 
butter of human existence is about as pre- 
cise as butter spread on bread. It is real, 
at best. The patient is so alienated from 
his residual capacity to relate to the world 
in this one-to one fashion that his interest 
in living is synonymous with effecting the 
reconciliation of irreconcilables. This is 
our patient’s idea of wholeness. He has no 
interest, in fact, dares not have any inter- 
est, in living in the one-to-one relationship, 
for this is felt by him as beneath contempt. 
He will say, “Anyone can live that way. If 
I am reduced to living like anyone else, 
I will shoot myself.” 

Our patient will try to involve us in 
what we cannot do. We can no more live 
his neurosis for him than we can live his 
life for him. But here, too, the patient 
cannot know this, since he has made his 
existence the handmaiden of his drives. The 
living processes are merely functions to be 
subsumed under the heading of getting his 
drives to work! For him, we are equipped to 
hand over his living processes to him, as 
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one may do with a blood transfusion, He 
is utterly dumbfounded when he dimly be- 
gins to grasp the sheer impossibility of his 
hope. Often, he thinks that the doctor is ei- 
ther lying, or out to make him “sweat it 
out,” because the doctor is a sadist who 
wants to see him squirm. He wants the 
doctor to salve his esteem, to give him the 
right, to sympathize with his despair. In 
short, he wants to enmesh the doctor in 
those existents of his own being that caused 
his frustration. Now, the doctor will make 
it all right. The impossible will be effected. 
The analyst must avoid such an involve- 
ment. This is why the analyst is silent; not 
to torture the patient with a lack of inter- 
est, for, in truth, this silence is the mark 
of the greatest interest the doctor can have 
at that moment. If the doctor does involve 
himself in these demands, he will lose his 
position of authenticity and render himself 
impotent in the task which lies ahead. 

The doctor must maintain his position 
of unequivocal aloneness and separateness, 
for in this position lies the hope of deliv- 
ering his patient of his relationship to his 
being-in-the-world when this relationship 
begins to make itself felt. Just as the doctor 
keeps himself uninvolved in the patient’s 
drivenness, so he is free to be available 
when the patient inadvertently, or other- 
wise, lets him in on that little residuum of 
being-in-the-world in which is invisibly en- 
meshed the morass of his compulsions. 
When this little fellow peeps out, the doc- 
tor is able to recognize him, and invite 
him to come out and to place himself on 
record more and more. This signifies the 
betweenness of person-to-person contact. 
This is the locus where consciousness had its 
start originally and now it is invited to 
extend itself further, person to person, not 
station to station. 

In this process, the weight of the patient 
in the world is felt. He has depth, breadth, 
and durability. We can then dare to go 
along with him on the next lap of his 
journey, to experience with him what Dr. 
Hora labels the unauthentic. We can risk 
the juxtapositioning of the authentic with 
the unauthentic, or neurotic, for we hope 
now that he has the perspective and the 
scope of awareness, and that he can dis- 
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solve that which will now appear to him 
as wasteful, meaningless, and capable of 
no becoming. He will experience, from the 
position of the mere mortal, that he had 
tried to live in the absolute, and that as a 
consequence he had gone from Heaven to 
Hell in a split second. This absolute is an 
expression of nothing, for just as it de- 
scribes everything, it must also describe 
nothing. Humanness describes everything 
so long as it is somewhere in between. It 
is in going from absolute to absolute, that 
is, from compulsion to compulsion, that 
the patient feels the intense loneliness and 
isolation, boredom and anxiety of which 
he complains. It is for this reason that I 
do not believe that man has an inherent 
propensity to so-called existential anxiety, 
for he is the author of the absolutes with 
which he comes to tear himself asunder. 

In contrast to Dr. Hora, it appears to me 
highly essential that the analyst be able to 
see his patients as the fragments that he is. 
This is a highly distressing experience to 
subject oneself to. It is as if the analyst 
were to put himself in the position of the 
patient and to feel the alternation of move- 
ment, of the patient’s oscillation, as he 
moves from one compulsion to another, to 
fail with the patient as he attempts to rec- 
oncile the irreconcilable, to feel the despair 
that accrues from attempting to defy the 
natural and psychologic laws to which we 
are bound, since we are human. As we 
experience this process in the patient, we 
will find ourselves unable to say much of 
anything, involved as we are in undergo- 
ing this experience with him. This is es- 
sential, if we would accompany him on 
this journey through the hell he has cre- 
ated for himself. We may find ourselves 
unable to tolerate it, being prone to break- 
ing it up, to enact the same processes which 
the patient performs in his attempt to deny 
that he lives in an impossible world. Hope- 
fully, when we feel the impossibility, we 
stop at it because we respect it, a self-sus- 
pension which our patient is not free 
enough to permit himself. We cannot in- 
terpret the possible to the patient. He can 
only experience it for himself, since no one 
but oneself can experience oneself. 

In my view, it is essential that the ana- 
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lyst be as immersed as he can be in the 
intricacies of our culture and the intri- 
cacies of his patient’s integration, For the 
more he is so immersed, the more accessible 
will he be to recognition and cognition 
of the points at which the patient is in- 
volved in the pursuit of the absolute, and 
when he is not. It comes as a marvelous 
surprise to the doctor and to the patient 
when the latter says, in effect, “How is it 
that all these years I cherished my own 
torments? My enemies are my friends and 
my friends my enemies. What I held dear 
is so much tinsel, and what I spurned is the 
very stuff of human existence.” When the 
patient utters these words, he has brought 
himself to the threshold of authentic being, 
and it is then that he undergoes signifi- 
cant feelings of emptiness, of loneliness, of 
frustration. I say significant, for if they are 
authentic that which soon emerges is a 
new kind of incentive leading to a deepen- 


ing of being. There is no loud shriek of de- 
spair, however, if this is not forthcoming, 
only grunts of effort renewed. There is 
no wail of anguish and rage, only an abid- 
ing attentiveness, as with the woman who 
delivers herself of her child. 

The differences I emphasize are those 
that ensue from two distinct modes of be- 
ing in the world. One mode is born and 
constantly being bred of the compulsive 
absolute, and the self is lost in it. The 
other mode derives from the common clay 
of mortal existence. The first is tantamount 
to non-being and to alienation. The sec- 
ond is being in the world. In this clay 
is the stuff of moral responsibility and of 
moral existence; for in acknowledging one’s 
being in the world, one is expressing love 
of oneself. And what else is moral respon- 
sibility if not the extension of this love of 
oneself to the love of another? 
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THE MANAGEMENT OF ANXIETY 
IN GROUP PSYCHOANALYSIS 


A ROUND TABLE DISCUSSION 


Tisor AGOSTON 


.% HE CORE of neuroses and psychoses 
can be characterized as anxiety. 
Symptoms themselves are expressions 
of anxiety and defenses against it. Psy- 
choanalytic treatment—group or in- 
dividual—by scrutinizing symptoms, 
structure, and dynamism constantly mo- 
bilizes anxiety. Since anxiety can hardly 
be tolerated, people avail themselves of 
preventive and counteracting defenses. 
We will discuss here one specific defense 
which is used against anxiety, stirred 
up by the analytical treatment itself. 

This defense is called “acting out” 
and it designates patients’ attempts to 
express themselves in action rather than 
in verbal communication during ana- 
lytic sessions, or outside. These actions 
reflect upon the patients’ relations to 
their therapists, as well as upon inter- 
personal problems at large. 

Such actions carried out during or 
after therapy sessions show the utmost 
variety. In the following, I will present 
only some of the more frequently en- 
countered examples of “acting out.” 
These examples (symptoms) will be pre- 
sented in functional groups. Since, as I 
have mentioned, “acting out” is char- 
acteristic of a patient’s relationship to 
his therapist, I shall apply the same 
terms we use in classifying transference 
phenomena. 


Forms oF “ActTING 


1. “Acting Out” Suggesting Positive 
Transference: Giving to the therapist 
gifts which were bought, made, or 
earned by the patient; offering to the 
therapist services, such as secretarial, 
librarian, household, or “sexual” serv- 
ices; providing therapist with “tele- 
phone numbers”; visiting therapist in 
his home, or calling him on telephone; 
exhibiting seductively clothing, espe- 
cially new clothes, or directly parts of 
the body; giving up symptoms too early, 
only for the sake of approval; starting 
business, social or artistic activities too 
soon, again only for the sake of show- 
ing co-operation. 

2. “Acting Out” Suggesting Negative 
Transference: Giving to the therapist 
gifts which were stolen or borrowed by 
the patient, or gifts which can be 
dangerous to the therapist, such as a re- 
volver, a snake, a biting chipmunk; un- 
expectedly exhibiting buttocks or gen- 
itals, in order to startle the therapist; 
exhibiting dirty, torn clothing, dirty 
body parts, discharge, excrements, feces, 
urine, etc., in order to disgust therapist; 
imitating, ridiculing, threatening, out- 
talking therapist in order to annoy, 
frighten, discourage and humiliate him, 
or becoming unbearably loud, or silent, 
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showing boredom, reading, falling 
asleep during therapy, leaving therapy 
session entirely; giving up symptoms or 
quitting a job or stopping activities in 
order to get rid of therapy; becoming 
promiscuous in order to defy therapist; 
manipulating family, friends, fellow 
patients to turn against therapist. 


SIGNIFICANCE OF “ACTING OuT” 


Freud formulates the psychoanalytic 
technique as follows: “We require the 
patient to put himself into a condition 
of calm self-observation, without try- 
ing to think of anything and then to 
communicate everything which he be- 
comes inwardly aware of, feelings, 
thoughts, remembrances, in the order 
in which they arise in his mind.” 

According to these quoted sugges- 
tions, “acting out” cannot be consid- 
ered a favorable condition, either for 
calm self-observation or for verbal com- 
munication about experiences the pa- 
tient becomes inwardly aware of. 

Psychoanalysis requires verbal com- 
munication—speech—exclusively. “‘Act- 
ing out,” however, only occasionally is 
accompanied by some verbalization. 
Speech, through verbalization of 
thoughts—by forming sentences—be- 
comes a prerequisite of unique import- 
ance in every psychotherapy. The 
unconditional necessity of verbal com- 
munication in psychotherapy is based 
on the following: 

Verbalization objectifies emotions. 
The non-verbalized affect is fused and 
amalgamated with the person—it be- 
longs entirely to him. By verbalizing his 
emotions he shares them with the out- 
side world; consequently, he becomes 
himself a more integrated part of his 
society. 

Verbalization organizes timeless emo- 
tions according to past, present, or fu- 
ture. 
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Time organization is significant be- 
cause anachronistic resentments, hatred, 
fear or horror become logically absurd 
and can be abreacted more easily. 

Speech serves, also, as a channel to 
get rid of tense guilt feelings. 

Speech is a social function, too. 
Through mutual communication, ex- 
changing emotions, a person becomes 
able to sublimate frustrations and to 
function on a culturally accepted, so- 
cially useful level. 

Finally, speech is the medium in 
which secrets are told. By telling his 
secrets, the patients get close to the 
psychoanalyst and members of the 
group. 

A secret isolates the individual from 
the rest of the world. In turn, to be iso- 
lated from the world is a painful patho- 
logical condition, because every indi- 
vidual has the instinct to be unified 
with other members of the society. 

Unquestionably, during an “acting 
out” period, time for valuable verbal 
communications is being wasted. It is 
more significant, however, that as long 
as a patient “acts out” impulses or an- 
xiety, he feels no need to understand 
them. Aggression and/or love toward 
the therapist or group members ex- 
pressed in action and accepted on a 
realistic level becomes lost for further 
analysis. 


HANDLING “AcTING OuT” 


On the basis of losing time, interest, 
and material, we face the question: 
shouldn't the therapist prevent “acting 
out” and keep the mobilized anxiety 
analyzable? According to our experi- 
ences such a strict prevention of “acting 
out” is neither possible nor warranted. 
During the entire course of treatment, 
some degree of “acting out” is unavoid- 
able whether in the group or in indi- 
vidual analysis. Even more “acting out” 
is expected when abreaction of trau- 
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matic experiences takes place, as in a 
catharsis. Catharsis is considered as an 
essential factor in the healing process. 
A rigid, preventing attitude by the 
therapist, however, might easily delay 
or obstruct this abreaction of repressed 
experiences. 

According to our experiences, mild 
discouragement usually will suffice, es- 
pecially at the first sign of any “acting- 
out” attempts. If mild discouragement 
does not help, let us follow the princi- 
ple of analyzing “acting out” instead of 
prohibiting it. After every “acting out,” 
we ask the patient to describe his ac- 
tion in words. We handle his “acting 
out” as we would handle a presented 
dream (or nightmare). In case a patient 
keeps on “acting out” and disturbs the 
therapist and/or the group, we explain 
repeatedly to the patient how and why 
his behavior is disturbing and how 
much efficiency is lost in therapy. Fi- 
nally, we may ask him to leave the 
group or individual treatment tempo- 
rarily. In practice such a drastic solu- 
tion hardly ever becomes necessary. 


Tue “ActTING OUT’ OF THE THERAPIST 


Insecurity and anxiety go hand in 
hand. An insecure therapist means an 
anxious therapist, and as an anxious 
person he will be afraid of other peo- 
ple’s anxiety. An insecure, anxiety rid- 
den therapist may use various defenses 
in order not to hear about his patients’ 
anxiety and their anxiety mobilizing 
experiences. Consequently, the thera- 
pist may obstruct a patient’s verbaliza- 
tion when anxiety producing problems 
are presented, or when patients exhibit 
anger or hostility against therapist. 

The most often observed forms of the 
“Acting Out” of the therapist are con- 
stantly interrupting patients by asking 
new questions, not giving patients a 
chance to finish their sentences, reas- 
suring patients prematurely, and miti- 
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gating patients’ fear by “commonplace 
remarks,” preventing any anger or fury 
outburst by over-friendly and extremely 
kind attitudes, flirting with patients, 
trying to impress patients with his own 
superiority, giving arbitrary instruc- 
tions, or frequent advice, insisting that 
patients do and accomplish things be- 
fore they are ready to do so, defending 
himself against any humiliations by 
showing boredom or falling asleep. 


COMPARISON OF ANXIETY IN THE GROUP 
AND IN INDIVIDUAL ANALYSES 


Group and individual psychothera- 
pies are based on identical principles. 
They differ, however, in their specific 
settings. One therapist with many pa- 
tients in a group presents a more com- 
plex transference situation than the 
one known in individual psychother- 
apy; furthermore, in group therapy new 
dynamic forces come to light which are 
not known in individual therapy. 

In individual therapy, transference 
is almost entirely a projection based on 
the patient’s history. The therapist, 
mostly silent and rarely seen, virtually 
becomes a mythical factor in an arti- 
ficial situation. In this transference sit- 
uation the therapist usually represents 
the strict superego surrounded by the 
patient’s intensive fear. Group therapy, 
however, offers a more natural setting. 
In the presence of group members, a 
less-silent therapist can be observed 
with more reality. Thus, in the group, 
the therapist becomes known as a per- 
son with many human qualities, good 
ones as well as bad ones. As a result he 
elicits or mobilizes less anxiety in his 
groups than in individual settings. 

Groups represent symbolical families, 
providing images of parents and sib- 
lings. Thus, as opposed to the unilateral 
transference of individual analysis, pa- 
tients in the group develop multiple 
transferences toward the therapist and 
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other group members. In this way de- 
pendency upon the therapist dimin- 
ishes, and anxiety is diluted. 

In the group, patients discover that 
their own feelings, reactions, and anxi- 
eties are shared by other people. This 
“universalization phenomenon” is likely 
to alleviate anxiety, too. Actual experi- 
ences made in the group teach patients 
that hostile feelings can be expressed 
without facing serious consequences. 
They learn that the therapist and group 
members accept them. These experi- 
ences diminish anxiety. 

Group therapy is comparatively less 
intensive than individual analysis be- 
cause it seldom reaches pre-Oedipal 
layers. Consequently, with less work on 
early repressions, less anxiety will be 
mobilized. 

Last but not least, the “formation of 
group” itself may contribute to the dif- 
ference between anxieties in the group 
and in individual treatment. According 
to Freud: “Where a powerful impetus 
has been given to a group formation 
neurosis may diminish—and_ temporar- 
ily disappear.” 

These presented factors are mainly 
responsible for the differences between 
anxiety which we encounter in the 
group and anxiety which we meet in 
individual analysis. These differences 
manifest themselves, quantitatively, 
qualitatively, and in the time element. 
Quantitatively, anxiety seems to be 
more intensive during individual anal- 
yses. Qualitatively, much more aggres- 
sion, hostility, and acting out are mani- 
fested in group analysis than in 
individual treatment. In individual an- 
alysis, instead of open aggression and 
hostility we encounter mostly subtle, 
mitigated sarcasm, or tenderness and 
love. As far as the time element is con- 
cerned, in individual treatment anxiety 
starting with a low initial phase shows 
a tendency to increase. In group treat- 
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ment the initial phase is saturated with 
anxiety and as treatment progresses 
anxiety decreases. 
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The inter-reactions and the inter-rela- 
tionships in group therapy serve the 
very valuable function of stirring up 
feelings, attitudes, and conflicts that 
have been thoroughly and carefully re- 
pressed. In individual analysis the 
amount of anxiety generated in the 
analytic process is determined by the 
patient’s productions and the analyst's 
contributions. The patient appears to 
have a built-in self-regulating mecha- 
nism that does not permit, in the usual 
way, the formation of excessive amounts 
of anxiety. The experienced analyst 
does not make interpretations that will 
throw the patient into panic. However, 
in group analysis these controls do not 
cover the situation, and another pa- 
tient’s associations or ill-conceived in- 
terpretations may trigger large amounts 
of anxiety. In individual analysis, when 
a patient approaches an anxiety laden 
area too rapidly, or sometimes when 
he approaches it at all, a refractory 
period ensues, during which the patient 
may run through the gamut of conflict- 
avoiding devices, from assaulting the 
analytic process and/or the analyst to 
forgetting. In many such instances I get 
the impression of the patient cautiously 
circling and recircling the area, moving 
into it and bolting out again, as if he 
had stepped on a tack with his bare 
foot. There is no need to go into the 
controls and desires for avoiding anxiety 
in individual analysis; that is a differ- 
ent topic. In group analysis the differ- 
ent situation and exigencies create a 
different problem and the individual 
reacts in special ways to meet it. 

A group patient has told me that fol- 
lowing a group session she felt so 
worked up that she could not fall 


asleep for hours after she went to bed. 
Another patient said that she had to 
drop out of the group because she 
would get dizzy after just a few min- 
utes. Her head would whirl and then 
she could not hear what was said or pay 
attention. She would sometimes feel 
nauseous. The line-up for the bath- 
room after the session and the adjourn- 
ment of the meeting to a restaurant is 
additional evidence of the large 
amounts of anxiety generated during 
the session. 

I have held my breath fearfully at 
times when I heard a patient make a 
shattering interpretation or a shatter- 
ing accusation to another patient. They 
say things to each other as if they never 
heard of timing of interpretations, 
which in fact they haven’t. They inter- 
pret, and very accurately, too, some- 
times out of hostility or malice. They 
over-react to each other’s neurotic man- 
ifestations. They do things that would 
very likely produce overwhelming waves 
of anxiety. 

What special method does the group 
patient use to hide from himself the 
anxieties produced in this manner? 
One of the most direct ways patients 
have of dealing with excessive amounts 
of anxiety is to withdraw from the 
group. This is done in varying degrees 
and with many pride-saving rationaliza- 
tions. They may resign from the group 
and it is unusual for them to do so 
without rationalizing and to openly ad- 
mit, as one patient did, that it was too 
much for her and made her too nerv- 
ous. In the case of this particular pa- 
tient, individual hours between group 
meetings did not serve the function of 
either mobilizing her resources to deal 
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with the anxieties, or reassuring her. 
She discontinued group therapy and 
continued in individual analysis where 
excessive amounts of anxiety would 
not be provoked by forces outside of 
her control. 

Another female patient came to me 
for combined therapy when her origi- 
nal analyst moved out of the city. She 
had individual therapy and only brief 
contact with group therapy. In the or- 
iginal group there were three other 
women, all resigned, passive types ac- 
cording to her description. She was the 
center of attraction and did most of the 
talking. After several individual hours, 
which were very productive, I intro- 
duced her into an open-end group of 
five men and four women. She listened 
intently throughout the first session 
and made one or two brief comments 
of a provocative, brash nature. At her 
next individual session, her attitude 
was changed. She was very critical of the 
group, did not think they were very 
bright, was quiet and blocked, and 
stated that her financial position had 
changed drastically. Her father was hos- 
tile to analysis and refused to help her 
as he had promised. She would have to 
discontinue individual hours. She at- 
tended two other group sessions, was 
obviously anxious and uneasy, flushed, 
perspiring, shifting painfully in her 
chair. In the after-group sessions it was 
reported that she was voluble, superior, 
and hostile. After her third group ses- 
sion she telephoned to say she was dis- 
continuing. Her manner was uncom- 
promising and superior. She thought 
the group experience was of no value, 
the members of the group had nothing 
of value to offer her. Besides that, they 
were too sick and she did not get a 
chance to talk. She left with her bill for 
group sessions and her last two individ- 
ual sessions unpaid. In retrospect, I be- 
lieve she was inadequately prepared for 


group therapy and that so much anx- 
iety was aroused that she could only 
withdraw and maintain her defenses 
and her pride by treating the group and 
me with contempt. 

The previous example was an ex- 
treme case of masking anxiety by with- 
drawing completely from the group 
with contempt. There are infinite vari- 
ations of this, in lesser degrees. Other 
patients withdraw into silence, saying 
the subject is of no interest to them. 
Others in an open-end group say that 
the older members are too sick and the 
subjects do not apply to them, or older 
members say they worked through those 
problems a long time ago and that they 
feel like seniors listening to freshmen. 
The arrogant attitudes used to mask 
their anxieties may be the cause of 
trouble in the group. The patients feel 
righteous, superior, and are contemptu- 
ous and condescending in manner. This 
arouses hostility and hurt pride in the 
objects of their scorn. When the atti- 
tudes are brought out into the open 
they can be dealt with and analyzed in 
constructive fashion. These attitudes 
are destructive and best acomplish their 
purpose when they are subtly indi- 
cated. Then schisms in the group occur 
and cliques form. This was seen in one 
group when the senior patients banded 
together in contempt of several junior 
members. After several weeks of not 
very subtle hostility, which was voiced 
more openly in the after-session, I was 
able to bring it into the open. It then 
became clear that the junior members 
were expressing expansive, hopeful at- 
titudes that were a source of conflict to 
the other members. Once out in the 
open, the device of superiority to mask 
anxiety was exposed and the purpose 
and value of cohesive cliquing disap- 
peared. Each was then free to work on 
his individual problems. 

Masking anxiety by clique formation 
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in the group is a potent method. Pa- 
tients with similar problems and a sim- 
ilar reluctance to go into the problem, 
or even allow the problem to be openly 
discussed in the group, join together to 
form ‘a defensive clique. Then, con- 
sciously or unconsciously, with some 
rationalization, one or another of the 
clique will abort the discussion, or 
change its direction, or even make some 
disparaging remark when a member 
tries to open an area for discussion. For 
example, three female members of the 
group, in an unconscious attempt to 
block discussion and anxiety about 
their own exploitiveness in sex, suc- 
ceeded in partially blocking a male 
member from discussing his own ex- 
ploitive relationship with his girl 
friend. Whenever he started on the sub- 
ject, one or another of the clique would 
keep the subject from enlarging. The 
matter was finally resolved when the 
man became angry at one member of 
the clique who went too far when she 
interrupted him with, “Oh, not that 
again. Can’t you talk of anything else?” 
At that point he exploded and by ex- 
ample named each one of the clique 
and revealed how they kept him from 
talking. After that, their own sexual 
exploitiveness came out in the open. 

Masking anxiety on sexual areas with 
prudishness, assumed gentility, and an 
attempt to impose rules of polite speech 
was a device used with varying success 
by several members acting as a clique. 
The use of earthy words to describe a 
situation was blocked by the attitude 
that this was unnecessary and coarse. 
Members who made direct references 
to sexual acts were made to feel uncom- 
fortable and the subject was blocked. 
When the individual patient blocks as- 
sociations by the assumption of pru- 
dishness, direct action by the analyst is 
only effective in the simpler situations. 
Reassurance, example, and encourage- 


ment by the group is more effective. 
But a clique action that discourages 
openness on sexual matters, and per- 
sists, is a more insidious matter and 
more difficult to analyze. In one group, 
the previously mentioned clique of 
three female members subtly but force- 
fully discouraged use of sexual words. 
The other woman in the group and the 
men in the group were unable to cope 
with the influence the clique effected. 
My attempts to encourage and support 
open speech were not sufficient. It was 
only when one of the women worked 
through her own blockages on the sub- 
ject and some of the men felt stronger 
and more confident that the group was 
able to override the clique action. Then 
the use of prudishness was discussed 
when I pointed it out and brought the 
subject up for discussion. 

The atmosphere of the group is the 
responsibility of the analyst and is de- 
termined and influenced by him, his 
own relative health and unhealth, and 
his theoretical framework. However, 
within these bounds the action, con- 
scious or unconscious, of a cohesive 
number of patients acting as a clique 
plays a strong part in determining the 
direction the group takes. These cliques 
may be fluid and form and reform 
according to subject matter. Two or 
more members may act together in 
some areas and only those areas. In 
other areas they may have other alli- 
ances or none at all. Acting as a clique, 
members may exert considerable influ- 
ence, whereas acting as individuals 
their influence is disproportionately 
less. There are also semi-permanent 
cliques where the members seem to 
agree on most subjects, reinforce each 
other, and come to each other’s aid au- 
tomatically. Sexual alliances between 
group members result in a defensive al- 
liance between the two people, and this 
may persist after the sexual acting out 
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has stopped. One young woman, newly 
admitted to the group, played the ob- 
servant, quiet role until she was able 
to form a sexual alliance and thus se- 
cure an ally for herself. Then she be- 
came active, knowing the man would 
come to her defense when some one 
commented about her, and would back 
her up when she spoke. She later said 
that she deliberately did this in the 
analytic group, just as she did the same 
thing in outside groups. Entering a 
new group, she always felt uneasy, but 
with a sexual partner she would be- 
come confident. After she felt secure 
enough to give up her sexual ally, she 
tried and succeeded in making other 
defensive alliances in the group. Only 
much later was she able to act inde- 
pendently in the group. 

Another method of masking anxiety 
is to assume the role of the wise coun- 
sellor. It is possible for a patient to 
listen intently to another patient’s par- 
ticipation in a problem, and then com- 
ment sagely on what has been said, of- 
fering his advice and reasurance, but 
never opening up his own feelings or 
problems in the area. In this manner, 
he gives the appearance of actively par- 
ticipating in a subject, while at the 
same time he allays his own anxieties. 
He fools other members of the group 
and he may even fool himself, because 
it would appear unlikely that anyone 
who could give such good advice, could 
himself have problems in the same area. 
This method is difficult to analyze or 
unmask. When a patient offers inter- 
pretations, it is comparatively simple 
for the analyst or a group member to 
turn the interpretation around and ask 
if it doesn’t apply to him. However, 
when a patient is offering advice or giv- 
ing reassurance it is harder to find an 


opening. One such patient was a 
chronic advice-giver, and because of a 
prepossessing appearance and a warm 
and positive manner, he gained the 
group’s respect and placed himself be- 
yond their questioning. I tried to get 
past his facade with little result in 
group. I suggested individual hours, 
which he would adroitly avoid for the 
most part. When he would take an in- 
dividual hour and I directly questioned 
his defenses, he would become acutely 
anxious. I made the mistake of unmask- 
ing too much anxiety in a consultation 
and he soon resigned from the group. 
As long as he could proceed in his own 
manner, he did well and made changes. 
When he experienced too much of his 
own anxiety, because of my ill-con- 
ceived zealousness, he had to withdraw. 

The use of humor is a potent method 
to keep the group discussion from build- 
ing up anxiety, and it often succeeds in 
dispersing the anxiety after group par- 
ticipation has built it up. I am not re- 
ferring to ridicule or sarcasm, which 
soon becomes obvious to a sophisticated 
group and hence loses its effectiveness. 
Besides, ridicule and sarcasm only suc- 
ceed in temporarily masking anxiety 
and they bring retaliation, which in- 
creases the anxiety. I have in mind a 
patient who was capable of saying some- 
thing really funny that would get a 
belly-laugh and break up the discussion. 
After everybody stopped laughing, we 
forgot what we were talking about, and 
it was hard to pull together the thread 
of the discussion and start again. 

Anxiety in group psychoanalysis can 
be masked in an unending variety of 
ways, and it requires constant vigilance 
on the part of the analyst to identify 
the method used and bring it forth for 
analysis. 
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Is it permissible for the analyst to be 
anxious? One might as well ask, “Is an 
analyst allowed to be human?” Never- 
theless, the effect of the analyst’s anx- 
iety on his competency must be con- 
sidered. Is he a better or worse analyst, 
of more or less use to his patients if he 
responds with anxiety in certain situa- 
tions to certain personalities? 

These questions are of great impor- 
tance in the training and supervision of 
group analysts. We frequently observe 
a rather high degree of anxiety in the 
trainee. This may be due to two fac- 
tors. One is the lack of knowledge of 
the group situation and of the forces 
operating in the group. This is a “‘nor- 
mal” anxiety due to the newness of the 
situation. 

The other cause for anxiety is the 
analyst’s feeling of being exposed in a 
group and being confronted by a vari- 
ety of patients at once. He has to re- 
spond to them all by one act rather 
than individually, as in the one-to-one 
situation of individual analysis. 

Anxiety stemming from these two 
sources, newness and exposure, is usu- 
ally overcome in a few weeks if the 
supervisor gives empathetic encourage- 
ment to the trainee. But there are other 
factors in group psychoanalysis which 
evoke anxiety even in the experienced 
analyst to a greater or lesser degree. 
These factors, inherent in the dynamics 
of the group, may continue to make the 
analyst anxious or tense even after 
many years of his professional growth. 
Although recurring anxiety may cause 
some discomfort, it also contributes to 
keeping the analyst on his toes and 
alert when he is challenged again and 


again in his therapeutic work with 
groups. 

The therapy group, like any group, 
needs leadership. For years there has 
been discussion of the kind of leader- 
ship required. Words like authori- 
tarian, authoritative, democratic, and 
permissive are used. The analyst's in- 
terventions are often described as too 
active or too passive, or he may be 
criticized for lack of leadership. But no- 
body doubts that the analyst has to as- 
sume the role of a leader, however the 
term is defined. Many psychotherapists, 
because of their training in passive lis- 
tening, become anxious if they are ex- 
pected to assume leadership. Leadership 
means that the analyst has to make a 
choice between various possibilities, a 
decision that will affect the group and 
its members. He, therefore, has to take 
responsibility, and take a stand. In the 
dyadic situation, the analyst also has to 
decide when to say what. However, the 
variety of choices is much greater in 
the group, because of the greater num- 
ber of people involved and the innu- 
merable kinds and intensities of verbal 
and non-verbal interaction between the 
members. The analyst should be able 
to observe and register the many cues, 
overt and covert, distinct and sub- 
liminal, that occur in rapid succession. 
On the basis of these observations he 
has to select one or another action or 
interaction. He learns to do this with 
time, but the pressure of choice may 
evoke anxiety, even in the experienced 
therapist. 

Another factor that may provoke anx- 
iety in all group members, patient and 
therapist alike, is the opportunity for 
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acting out, which is much greater in 
the group than in the more controlled 
one-to-one situation. Neurotic sexual 
involvements or hostile, even violent, 
temper outbursts against a co-patient or 
the analyst may occur in the group. 
Group psychotherapy by its very nature 
is more dramatic than the introspective, 
reflective mood of individual therapy. 
Interaction, emotional responses to the 
here-and-now, uninhibited and sudden 
expression of emotions, all have their 
impact on the analyst as well as on the 
patients. This immediacy of experience 
may evoke strong feelings in the ana- 
lyst, and as there is no time for intro- 
spective self-analysis, these feelings may 
include considerable amounts of irra- 
tionality, transference distortion, and 
anxiety. 

A silent group or group member may 
cause tenseness and discomfort in the 
analyst who is not sure what this lack 
of verbal participation means. Silence 
represents an ambiguous, unstructured 
situation and, as such, is a difficult basis 
for any decision. ‘““To do or not to do, 
that is the question” for the therapist. 

Suicidal tendencies in a depressed 
patient or a threatening breakdown in 
an ambulatory schizophrenic rightly 
trigger off anxiety in the analyst, be- 
cause they are danger signals that are 
difficult to recognize, evaluate, and 
handle in the group. 

In these and in other circumstances 
involving a potential crisis, it may be 
therapeutic for the patients to respond 
with some anxiety and use feelings 
constructively. Appropriate therapeutic 
action may follow from not attempting 
to be superhuman, and recognizing 
one’s own anxiety. Training, experi- 
ence, and supervision will help the an- 
alyst to make a decision, such as whether 
and when an individual session is indi- 
cated for a group patient. 

Supervision of the group analyst will 


help to diminish the frequency and in- 
tensity of his irrational anxiety. It also 
can teach the analyst to understand his 
rational anxiety as a signal that some- 
thing is going on in the group that 
needs to be dealt with constructively. 

It is not easy for supervisee or super- 
visor to communicate meaningfully 
when discussing group sessions. One 
can report on a group session from 
many viewpoints or within different 
frames of reference. The supervisee is 
expected to focus on meaningful ob- 
servations. He has to report the inci- 
dents which are important for group 
or individual psychodynamics. For this 
he needs the talent of selective percep- 
tion and of discriminating recall. 

Group therapy supervision is a co- 
operative enterprise. Two persons look 
at the same “landscape” from different 
viewpoints. One of the fascinating as- 
pects of group therapy supervision to 
me is the fact that in spite of differences 
of opinion and interpretation, of un- 
certainties and confusion, the super- 
visor and the analyst can not only make 
sense of each other’s point of view, but 
also can arrive at agreements that are 
in the interest of the patient. 

Another important aspect of group 
supervision concerns the personality of 
the analyst. After a few months of su- 
pervision, the supervisor knows the 
group therapist quite well, especially 
certain of his traits: his leadership 
qualities, his patterns of handling re- 
sponsibility and anxiety, his ability to 
respond quickly and spontaneously, his 
degree of self-acceptance, creativity and 
foresight. In other words, the therapy 
group becomes a testing ground of the 
therapist’s own integration and ma- 
turity. The “weak spots” of a group 
therapist’s personality come into sharp 
focus during the supervisory process, 
even more than during the supervision 
of the analyst doing individual treat- 
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ment. This provides an excellent op- 
portunity to help the supervisee to gain 
awareness of inhibited, stunted aspects 
of his personality and to help him to 
become a more secure and better in- 
tegrated person. 

In the group situation, one therapist 
suddenly becomes aware of his inability 
to give support to a panicky borderline 
schizophrenic; another of his anxiety 
in accepting responsibility; a third of 
feeling helplessly passive when activity 
is indicated or compulsively active when 
he should sit back and observe. It seems 
that the supervisor of the group ana- 
lyst encounters less resistance and de- 
fensiveness when didactic supervision 
necessarily acquires therapeutic aspects. 
The group analyst cannot easily avoid 
the realization of having had “a poor 
group session,” or is less able to blame 
the group than a patient in an individ- 


ual session for insufficient emotional in- 
teraction or slowness of progress. His 
feeling of inadequacy, of lacking some- 
thing as a group leader, is an intensive 
and crystallized experience. He there- 
fore may respond favorably to the su- 
pervisor’s suggestion that a change in 
his attitude might improve the group 
process. He may then be able to be- 
have more purposefully as a group 
leader by being the kind of person his 
group needs. His changed behavior will 
be soon rewarded by a more interesting, 
lively, and meaningful group session. 

If dissatisfaction experienced by the 
analyst with his own behavior patterns 
before the supervisor has offered his 
constructive suggestions is followed by 
success after supervision, the analyst’s 
tensions are diminished and he is able 
to use his anxiety constructively in bet- 
ter serving his patients. 


THE UNCONSCIOUS WISH 
AN OPERATIONAL EXAMINATION 


N. S. LEHRMAN 


HE CONCEPT of the unconscious wish 

is one of the cornerstones of psy- 
choanalysis. The purpose of this paper 
is to attempt to extract, refine, and de- 
fine its therapeutically valuable core. 


THE PsycHIATRIC ADVANCE 
ACCOMPLISHED BY THE UNCONSCIOUS 
WIsH CONCEPT 


In contrast to the earlier explanations 
of irrationality by mystical or neuropa- 
thological means, Freud for the first 
time showed that neurotic irrationality 
is the result of past pain. His genius 
was the first to demonstrate that uncon- 
scious processes act as specific bridges 
of reminiscence between this past pain 
and present irrationality. Freud’s con- 
cept of specific unconscious mental 
bridges made possible the first scientific 
explanation of dreams, symptomatology, 
and other previously inexplicable phe- 
nomena. 

Recognizing that the quasi-purpose- 
ful quality of many of these unconscious 
processes resembled consciousness in 
many ways, Freud proposed that the 
specific unconscious processes were ac- 
tually unconscious wishes, analogous to 
those of consciousness. This conceptual- 
ization has proved to be of tremen- 
dous value in helping to relieve the psy- 
chotic and to liberate the neurotic. It 
has brought new hope to the sufferers 
from inhibition. 


The concept of unconscious wishing 
has been valuable in two different ways: 
first, in generally demonstrating that a 
neurodynamic bridge always exists be- 
tween compulsive irrationality in the 
present and particular pain in the past, 
and, second, in specifically helping us 
to determine the exact location of the 
bridge itself. 

Thus, while a pre-Freudian psychia- 
trist might have tended to condemn or 
disdainfully to pity an irrational pa- 
tient, today, since Freud’s work, we can 
see such compulsive irrationality much 
more easily as the result of specific pain- 
ful experiences in the patient’s past life 
as well as in the present. Therapeuti- 
cally, we use the unconcious wish we 
infer from the observed irrationality 
as our spade for uncovering the past 
pain. The unconscious wish concept is 
therefore a new conceptual tool helping 
us to determine specifically and scientif- 
ically why the irrationality occurs. 

But each particular unconscious wish 
is entirely an inference drawn from 
specific observed data. As Freud writes: 
“The physician cannot learn of these 
unconscious processes until they have 
produced some effect upon conscious- 
ness which can be communicated or ob- 
served. .. . The physician must feel at 
liberty to proceed by inference (Freud's 
italics) from the conscious effect to the 
unconscious psychical process.” 1 


N. S. Lehrman, M.D., clinical instructor, Albert Einstein College of Medicine, The Bronx, New 
York. 
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Tue DATA UNDERLYING THE 
UNconscious WIsH INFERENCE 


The “effects upon consciousness” ob- 
served in the patient are his inaccurate, 
inappropriate responses. These enable 
us to infer particular unconscious pro- 
cesses. Of all his observed responses, it is 
his feeling-responses—manifested in his 
tone, inflection, bodily movements, and 
so forth—which are clinically the most 
important. “Show your patient you un- 
derstand feelings,” Dr. Renato Almansi 
wisely counselled years ago.? 

Verbal and conceptual inaccuracies 
are fairly easily detected by the usual 
logical methods, but how do we detect 
inaccurate feeling-responses in our pa- 
tient? The patient’s feeling-responses 
are evaluated against the analyst’s own 
feelings, the representative in his con- 
sciousness of what we call his “trained 
unconscious.” 

This entire affective measuring pro- 
cess is very clearly described by Fen- 
ichel. He explicitly describes how the 
analyst reacts with his feelings, but 
makes it clear that this measurement is 
primarily empathic and implicit, rather 
than verbal and explicit. 

_ “The interpretive work of the ana- 
lyst,” Fenichel writes, “does not, of 
course, consist in stopping to examine 
every utterance of the patient by saying 
to himself: ‘Did he omit something 
here? Is the patient’s remark only a 
fragment of some complete train of 
thought? Perhaps I must find some his- 
torical connection in it. What is the 
connection between the patient’s utter- 
ance and what he said five minutes ago 
or yesterday? Is the patient’s facial ex- 
pression in harmony with or in con- 
tradiction to what he is saying? . . . Is 
his affect commensurate with his utter- 
ance?’ and so on. By the time the ana- 
lyst considers all these points, the pa- 
tient will have gone on to something 


else. No, discovering what the patient 
really means does not involve the con- 
scious (i.e., verbal; italics mine) analysis 
of all possible distortions but rather an 
intense empathy with the personality of 
the patient. In performing this part of 
his task the tool of the analyst is his 
own unconscious.”* His “unconscious,” 
as mentioned, does all the tasks men- 
tioned above, but in an implicit and 
feeling way, rather than in one which 
is explicit and verbal. 

The accuracy of the patient’s feeling- 
response is measured against the ana- 
lyst’s own feeling-response. The ana- 
lyst’s feelings, his “trained unconscious,” 
thus evaluate the appropriateness of the 
patient’s affective responses. When these 
responses appear inaccurate the analyst 
tends to assume that other painful ex- 
periences, mostly transferred from the 
past but also displaced from the pres- 
ent, are responsible for this inaccuracy. 

Seeing a significantly inaccurate re- 
sponse, the analyst seeks to determine 
its cause. He looks backward in time 
from the present inaccurate affect to 
some as yet unknown, painful past ex- 
perience in whose terms the patient is 
still blindly reacting today. The ana- 
lyst therefore assumes the existence of 
an unconscious, neurodynamic bridge 
of reminiscence, which he thus seeks to 
locate. He knows that this bridge begins 
in as yet unknown past pain, discovery 
of which is a fundamental therapeutic 
goal. He also knows this bridge has re- 
sulted in the present inaccurate affec- 
tivity, the point of departure of the re- 
constructive investigation. 

Knowing that this bridge exists and 
that one pillar is today’s irrationality, 
the analyst constructs his inference of 
a particular unconscious wish which 
might underlie the inaccurate affect he 
perceives. If his inference (or interpreta- 
tion) is correct, the patient is helped to 
determine more precisely the nature of 
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the past pain. When this past pain is 
once more brought into consciousness, 
the patient becomes better able to dif- 
ferentiate it from the present situation 
which has unconsciously reminded him 
of it. By virtue of his conscious recogni- 
tion of the differences between the past 
painful situation and the present rela- 
tively harmless situation, the patient 
becomes better able to break the bridges 
inaccurately chaining him to the past. 
In practice, therefore, the analyst 
uses the unconscious wish, inferentially 
constructed from the observed inaccu- 
rate affectivity, as his tool to uncover 
yesterday’s painful experience. 


THE Process OF CONSTRUCTING THE 
INFERENCE 


Let us take as a clinical example a pa- 
tient who is unwarrantedly angry at the 
therapist. Let us examine in detail the 
thought, feeling, and verbal processes 
occurring in the analyst as he constructs 
his interpretive inference. 

“You seem overly angry,” he might 
say to such a patient, “as though you 
unconsciously wish to murder me. What 
does this wish bring to mind?” In re- 
ply, he will usually find that difficulties 
with earlier authority figures, probably 
beginning with his father, underlie the 
patient’s exaggerated anger at him. 

Let us examine more closely the op- 
erations involved in this apparently 
simple interpretation. First, we observe 
that the patient is disproportionately 
angry and, by going over the stimuli of 
the moment, we help him to recognize 
the existence of this currently inap- 
propriate disproportion. As analysts, 
we then infer that these conscious angry 
feelings are the results of unconscious 
murderous wishes. We present this in- 
terpretive inference to the patient and 
await his responses to it, including free 
associations. He then may consciously 


recall, and almost relive, some of his 
painful past experiences with authority 
figures. In this way he consequently may 
begin to be able consciously to differ- 
entiate the benign analytic authority 
from painful past authorities. 

In this particular hypothetical situa- 
tion, posing the concept of a specific un- 
conscious wish to murder narrows the 
free-associative focus to the specific past 
experiences in which such wishes were 
or might have been involved. To nar- 
row the focus in this way at the correct 
time greatly augments our therapeutic 
effectiveness. But this focal narrowing 
by inferring a specific unconscious wish 
can occur only after today’s inaccurate 
conscious feeling toward the analyst— 
anger—has been explicitly defined, and 
its nature and quantitative exaggera- 
tion jointly agreed upon by patient and 
analyst, either tacitly or explicitly. 

In this particular case the uncon- 
scious wish to murder has been inferred 
from the observed inaccurate anger, in- 
asmuch as wishes to kill are in our time 
perhaps the ultimate of angry motiva- 
tion. But annoyance, which is mild 
anger, cannot accurately lead to infer- 
ences of murderous wishes, because an- 
noyance is affectively less intense. To 
propose unconscious murderous wishes 
inaccurately as the explanation for ob- 
served inaccurate annoyance is there- 
fore more easily denied. 


Is THE UNCONSCIOUS WISH INFERENCE 
NECESSARY? 


The particular inferred unconscious 
wish, derived from the observed affec- 
tive inaccuracy, is a psychological label 
for the neurodynamic bridge of remi- 
niscence. In order to locate its pillar in 
the past, we await our patient's free as- 
sociations to our interpretive inference: 
i.e., to the unconscious wish we have 
postulated. 
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But can we not omit an operational 
step, thus reducing the danger of error, 
by asking the patient to free associate 
directly to the inaccurate affect without 
having to formulate any unconscious 
wish inference at all? When the observed 
datum, affective inaccuracy, is meticu- 
lously defined by patient and analyst, 
the patient can then associate directly 
to this conscious affect. By such free as- 
sociation to the observed affect, he seeks 
to reach back to the past painful pillar. 
In so doing he is using the observed af- 
fect, rather than the inferred wish, as 
the vehicle over the neurodynamic 
bridge to it. Since this procedure differs 
from our conventional procedure only 
in omitting the step of constructing a 
wish inference, need we continue the 
conventional practice of giving the 
bridge itself a possible inaccurate un- 
conscious-wish label before locating its 
past pillar? Can we not reconstruct the 
past from direct association to inaccu- 
rate conscious affect, thereby omitting 
the step of inferring a particular uncon- 
scious wish from this affect? 

Perhaps we can consider the uncon- 
cious wish as a kind of scaffolding on 
the bridge, necessary for Freud’s orig- 
inal recognition of the bridge’s exist- 
ence, but no longer necessary for the 
psychoanalytic commuters upon it, who 
use it daily for their reconstructive in- 
vestigations. 

Let us compare the unconscious wish 
and the conscious affect methods of re- 
constructing past traumata. Let us con- 
tinue with the patient who is inaccu- 
rately angry at his analyst. 

If the analyst adheres strictly to the 
unconscious wish method, he might, 
after many months of preparation, sug- 
gest the interpretation: “You uncon- 
sciously wish to murder me, just as you 
unconsciously wished to murder all 
other authority figures in your life, be- 
cause you unconsciously wished to mur- 


der your father.” The interpretation 
might end there, based on the concept 
that murderous wishes toward fathers 
are inborn. Or the analyst might con- 
tinue: “What experiences come to mind 
that made you thus unconsciously wish 
to murder?” Such interpretations are 
useful, but require many months of 
preparation lest the patient bridle when 
such murderous wishes, albeit uncon- 
scious ones, are imputed to him. 


AN ALTERNATIVE TO THE UNCONSCIOUS 
WIsH INFERENCE 


If the analyst ignored the unconscious 
wish concept, and instead focused on 
the inaccurate conscious affect itself, he 
might say in the very first session, as I 
have done: “This inaccurate annoyance 
at me probably arises out of past ex- 
periences, most likely in relationship to 
other authority figures, in all likelihood 
including your father. Tell me what 
specific experiences come to mind in 
connection with your present annoy- 
ance.” No extended preparation is nec- 
essary for this kind of interpretation. 
Let me give an actual clinical ex- 
ample of the rapidity with which deep, 
painful material can be uncovered, us- 
ing the conscious affect method. In the 
twelfth session of the analysis of a rather 
dependent, hypochondriacal woman, 
she described having become furious at 
her twelve-year-old daughter’s kissing 
her husband’s father on the lips. In- 
vestigation of this inaccurate response, 
by association to her conscious affect— 
disgust over sexual activity with an 
older man—revealed the following from 
her past, all in the one session: mild sex 
play with her father-in-law when the 
husband was overseas; necking with 
other soldiers during the same period; 
sitting on her father’s lap during late 
adolescence to wheedle things from him, 
and finally, her father’s pre- and post- 


THE UNCONSCIOUS WISH 


pubertal sex play with her. This was all 
brought out in one forty-five minute, 
face-to-face session. The patient was not 
noticeably disturbed then or afterward, 
and her analysis has been proceeding 
well and smoothly in the seven months 
since. After these experiences had been 
brought out, the patient spontaneously 
recognized during the same session that 
there was probably some conscious mo- 
tivation on her part which contributed 
to the occurrence of these sexual 
episodes. 

Here we see that focusing on the pa- 
tient’s observed overconcern about sex- 
uality with older men, rather than on 
any analyst-inferred unconscious wishes, 
was therapeutically much mote rapid, 
as well as much easier on the patient. 
Unconscious wishes inferentially un- 
derlying such observed affects are usu- 
ally socially unacceptable: e.g., a man’s 
unconscious wish to murder his father, 
or a woman’s to sleep with hers. It is 
much easier for a patient to investigate 
unknown past experiences on the hy- 
pothesis that they elicited certain con- 
scious contemporary affects, rather than 
on the basis of their having elicited un- 
conscious murderous or incestuous 
wishes. Equally accurate differentiation 
of yesterday’s tyrannical or seductive 
father figure from today’s benign ana- 
lyst can be accomplished using either 
method. 

Let me give another clinical example, 
where the difference between associat- 
ing to observed conscious affects, rather 
than to inferred unconscious wishes, 
seemed decisively important. In medi- 
cal collaboration with Dr. Norman 
Rosenthal, I apparently am conducting 
successfully the psychoanalysis of a pa- 
tient with acute, actively bleeding, ul- 
cerative colitis. 

This man’s colitis developed under 
medical eyes during the course of four 
years of bi-weekly psychotherapy with 


a clinic therapist who, like most of 
us, emphasized the unconscious wishes 
he felt underlay the patient’s various 
inaccurate responses. 

When I first saw the patient in hospi- 
tal consultation, he was severely toxic 
and very paranoid. His temperature 
was averaging about 103 degrees, but 
he had nevertheless become the most 
resented patient in the hospital. His ag- 
gressive criticism had provoked the 
nursing and aide staffs into intense fury 
or icy withdrawal. By the time I was 
called considerable pressure was being 
exerted by these staffs to have the pa- 
tient transferred out, despite his serious 
medical condition. The guilt, irritation, 
and anger he evoked in the staffs were, 
of course, added stresses to him, which 
increased his anxiety, his provocative- 
ness, and consequently his bleeding. 

What was the connection between 
his bleeding and the affect and behavior 
that thus aggravated it? What uncon- 
scious wish might be inferred from the 
self-defeating anxiety and provocative- 
ness which we saw? Was it a socially un- 
acceptable unconscious wish to bleed, 
possibly to death? Was it an uncon- 
scious wish for a colectomy, with per- 
manent ileostomy, increased depend- 
ence, and return to the pre-anal stage? 

From a clinical point of view, all such 
questions were, I felt, dangerous, inas- 
much as all the unconscious wishes I 
could think of as explanations were be- 
littling. Had they been offered as in- 
terpretive hypotheses, the patient’s self- 
esteem would have diminished still 
further, increasing his feelings of help- 
lessness and thus aggravating his critical 
condition. 

Rather than inferring any uncon- 
scious wish from the observed affect 
and behavior, I used the observed con- 
scious affect directly—and successfully. 
In the very first treatment session, I sug- 
gested that he was reacting in a blind 
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way, which evoked hostility from those 
about him, because of present justified 
anxiety about his health and past fear- 
ful experiences. I pointed out how the 
hostility and annoyance his behavior 
elicited aggravated his anxiety and, 
consequently, his bleeding, which in 
turn increased his anxiety even more. 
This anxiety blinded him further, I 
maintained, and intensified his irra- 
tional responses, in turn further in- 
creasing the anger of those about him. 
In order to help him to see more clearly 
the effect of these anxiety driven reac- 
tions, I pointed out that I myself had 
on more than one occasion felt utterly 
impaled by his piercing stares and sar- 
castic thrusts, so I had a pretty good 
idea why others reacted as they did. 

Having thus defined the present, I 
asked him to free associate to his feel- 
ings of anxiety and helplessness in the 
past. He then discussed his difficulties 
with authorities in the army and with 
his tyrannical, acromegalic father. The 
method, repeated many times, worked 
and the patient improved. 

Later, after his character had appar- 
ently changed markedly and he was liv- 
ing for the first time fairly happily with 
his wife, he again began to bleed, but 
rather mildly. He appeared slightly 
concerned about the bleeding, but there 
was no evidence of massive anxiety and 
he denied feeling any. His wife, with 
whom I was in frequent touch, also 
denied any evidence of anxiety or of its 
associated provocativeness in him. 

When he and I discussed the matter, 
it became clear that business was not 
good and that he feared he was nearing 
the end of the borrowed resources with 
which he was paying for his treatment. 
What was the connection between the 
financial difficulties and the bleeding, 
since there was not even any observable 
inaccurate affect? 


An inferential unconscious wish 


go 


bridge might have been constructed 
from the fact that he was bleeding; one 
might have said there was an uncon- 
scious wish to bleed, or to die, so as to 
“explain” the bleeding. There was, 
however, no evidence to support such a 
hypothesis which, being unverifiable, 
was therefore unscientific. One might 
have postulated an inborn regressive 
trend, whatever that might be, but do- 
ing so would have served merely to di- 
minish the patient’s self-esteem. 

To postulate an unconscious affect— 
unconscious anxiety, for example (since 
none was either conscious or evident)— 
to bridge the connection between the 
financial problems and the bleeding, 
might have been temporarily reassuring 
to the patient, but would really have 
told us nothing. Offering such a con- 
cept might well have been disadvan- 
tageous in the long run, however, since 
it might have resulted in increasing the 
patient’s conscious anxiety about when 
the mysterious “unconscious anxiety” 
might hit him next. 

In this situation, since there was no 
observable affect, I did not postulate 
the existence of any psychological bridge 
between financial stress and bleeding 
response. I used the idea that there was 
an unconscious neurodynamic connec- 
tion within his central nervous system 
which at this time made his colon more. 
susceptible to any stress impinging upon 
him, whether physical or psychological. 
I then asked him to free associate to 
feelings of financial helplessness in 
order to determine the painful past 
situations that the present stress addi- 
tionally reminded him of. This, too, 
worked rapidly and successfully. 

From these two examples, we can see 
how searching for an unconscious wish 
as the inevitable psychological bridge 
to the present physiological or psycho- 
logical response can unnecessarily di- 
minish our therapeutic efficiency. The 


actual bridge consists of the objective 
neuronal circuitry of the central ner- 
vous system, of which wishes and affects 
are but the subjective reflection. Dissec- 
tion of the central nervous system can- 
not completely occur by dissection of 
its psychological image in a verbal and 
affective mirror, valuable though the 
latter may be. Sometimes the neurody- 
namic bridges lack psychological im- 
ages, as with the second bleeding epi- 
sode in my ulcerative colitis patient. If 
there are no images, seeking them is 
merely a valueless search of the wind. 

The unconscious wish method of in- 
terpretation initially concentrates on 
the existence of a specific psychological 
inference which is used both to label 
and to investigate the unconscious 
neurodynamic connection. I think a 
therapeutically more effective method 
may be merely to assume the existence 
of a general neurodynamic connection 
without attempting to label it more 
specifically until the particular past 
traumata have been brought back to 
consciousness. This is accomplished by 
using free association to affective inac- 
curacy in the present as the vehicle back 
to the past pillar of the bridge of re- 
miniscence. Since the overspecificity of 
the unconscious wish method is not pro- 
posed too early, and the analyst does 
not have to wait months “preparing” 
the patient for something he (the ana- 
lyst) “knew” much sooner, the con- 
scious affect method of interpretation 
can, I believe, perhaps accelerate the 
process of psychoanalytic treatment. 
One important aspect of this accelera- 
tion is the release of the analyst’s spon- 
taniety from arduously waiting for the 
time the patient is “ready” for an un- 
conscious wish interpretation which the 
psychiatrist has felt all along. 

Since I have started working this way, 
I have seen a considerable increase in 
the rapidity with which I can conduct 
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analyses, and so far have one case in 
which complete analysis was accom- 
plished in 150 hours. In making this 
statement, I am using the classical def- 
inition of complete analysis: resolution 
of the oedipus (indeed, of all significant 
childhood traumata) primarily through 
interpretations of the distortions of 
transference. 


SUMMARY 


The operations involved in the formu- 
lation and offering of “unconscious 
wish” interpretations have been ex- 
amined. The analyst infers his “uncon- 
scious wish” hypothesis from his obser- 
vation of the patient’s inaccurate 
responses, primarily in the affective 
sphere. Immediate free association to 
these inaccurate conscious responses is 
another commonly used method for the 
location of the bridge of reminiscence. 
This method omits the inferential “un- 
conscious wish” step and may thus re- 
duce the time and pain required for 
psychoanalytic reconstruction. 


CONCLUSION 


Operational examination of interpreta- 
tion using the concept of unconscious 
wishing suggests that an unnecessary 
step may be involved therein. Direct as- 
sociation to conscious inaccurate affect 
may be a more effective way of locating 
the “bridge of reminiscence” and the 
past traumata at its far end. 
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A COMMENTARY ON ONTIC PERSPECTIVES 


JOHN COWEN 


D* Hora began his lecture by saying 
that beyond all the daily routines 
of life man also is faced with the task 
of adjusting to the fundamental order 
of things. He feels it to be desirable, 
therefore, to bring about an integra- 
tion of the psychodynamic and socio- 
dynamic perspectives into a broader 
existential viewpoint. Toward this goal, 
modern philosophical schools, includ- 
ing those of existential psychoanalysis 
and of ontology, have already made 
contributions which are amplified, I 
believe, in recent publications by a 
neurologist, Sir Russell Brain; by a psy- 
choanalyst, Frieda Fromm-Reichmann; 
and by a theologian and philosopher, 
Martin Buber. Thoughts that appear to 
be common to these three authors and 


to Dr. Hora are related to: 


1. The significance of dialogue as an 
authentic response to one’s fellow man. 

2. The problems of estrangement, 
objectification and existential anxiety. 

3. Existential guilt. 

4. The way to a religious orientation 
based on experiencing the transcenden- 
tal. 


In the psychoanalytic situation as in 
all human encounters, Hora goes on, 
patients appear as people with specific 
ways of experiencing life and of re- 
sponding to deep stirrings of their in- 
ner potentialities. Or, as Binswanger 
says, human beings have specific ways 


of “being-in-the-world,” and, in rare 
cases, of being affected by a mystical ex- 
perience which some would equate with 
a religious experience. Both of these 
could be included in the expression 
“experiencing the transcendental.” Ex- 
istential psychoanalysis is characterized 
by experiential perceptiveness and com- 
prehension on the part of both the pa- 
tient and the therapist. It is through 
existential communication that the pa- 
tient is helped to develop a capacity 
for “dialogic relation to the analyst” 
and through him to others. This is de- 
rived from the teaching of Martin Bu- 
ber, whose concept of “dialogue” has a 
fundamental relevance to the libera- 
tion of the creative potentials in the 
patient and, therefore, presumably to 
mental health. However, the word “di- 
alogue” here does not have to refer to 
verbal interchange, nor does it neces- 
sarily need the presence of two individ- 
uals. After all, Freud psychoanalyzed 
himself—and without, I imagine, actu- 
ally talking to himself. 

I should like to refer now to the 
series of lectures given in 1958 by a 
leading English neurologist, Russell 
Brain. These were published in the 
form of a booklet entitled “The Na- 
ture of Experience” and they shed much 
philosophic, as well as neurophysio- 
logic, light on the terms “perception” 
and “comprehension” (or, better, ap- 
perception), which Hora considers even 
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more significant in the therapy rela- 
tionship than the traditional transfer- 
ence situation. 

We all know the familiar saying, 
“Beauty is in the eye of the beholder.” 
Brain puts it more physiologically: 
“The perceptual world is a construct of 
the percipient’s brain.” Each of us pos- 
sesses his own private perceptual space 
generated by his brain, in which all his 
perceptual objects, but not their cor- 
responding physical objects, exist. 

The receptive function of the cortex 
is to provide us with a symbolic repre- 
sentation of the external world which 
conveys to us not only the qualities of 
objects, but also the spatial relation- 
ships which exist between them. Also it 
gives us similar symbolic information 
about the parts of our own bodies and 
their relationship with the external 
world. And all this is given us in order 
that we may (if we want to) act in some 
fashion toward the object apperceived, 
such as grasping it. 

For this act to be possible, the time 
element must be minimal. The entire 
apparatus concerned with apperception 
has evolved for “normal conditions,” 
namely, for things within reach and not 
in astronomical space. 

We have to invoke the term “apper- 
ception,” for it is accepted that the per- 
ceived object becomes illuminated by 
an aura which essentially is an adden- 
dum based upon the individual’s past 
physical and emotional experiences 
with perceived objects of a similar class 
—for example, any horse is venerated 
by my daughter but loathed by my wife. 
Also Russell Brain indicates that this 
must involve a time element to allow 
for the light rays from the object to 
reach the retinae of the percipient 
where they are converted into electro- 
chemical energy which takes the im- 
pulse along the nerve tracks to the oc- 
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cipital cortex, there to be clothed with 
the cognitive and affective tones which 
make for the “apperception.” 

The mechanism of projection is, 
therefore, implicit in the process of ap- 
perception, for surely some horses are 
gentle and not likely to behave in a 
terrifying way, although my wife insists 
they all frighten her. Returning from 
horses as objects to human beings, in 
interaction with other people, by the 
process of projection, we apperceive a 
“persona” rather than the person—we 
see the “boss” as a father-figure. This, 
in other words, is a decrease in the abil- 
ity to distinguish between ego and re- 
ality. This, too, is a characteristic of 
the primitive mind which apperceives a 
black cat as of itself bringing bad luck, 
instead of seeing the mind’s projection 
of a malevolent attitude upon the cat. 

Yeats puts it this way: 


“Maybe the bride-bed brings despair: 
“For each an imagined image brings 
“And finds a real image there.” 


There is, indeed, a cultural need at 
certain times for seeing the persona 
rather than the person. For example, 
her uniform changes a woman into a 
nurse which permits her otherwise so- 
cially indictable behavior. 

The need for time in order to com- 
plete an apperceptive process may be 
exemplified by the appreciation of a 
musical performance, because a piece 
of music is made up of a series of notes 
which bear to each other and to other 
groups a specific time relationship. It 
may be, says Brain, that the emotion 
aroused in hearing music is related to 
an unconscious desire to be able to con- 
trol time and thereby to delay the hour 
of death. Consciously, we grasp for the 
future by planning ahead. Is it incon- 
ceivable, then, that there is a need to 
control time, in fact to control the in- 
ternal rhythms of our bodies—the heart 
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rate, the respiration rate? Recall for a 
moment that one of the important 
Yogi endeavors is to learn a new con- 
trol of breathing, even to the point of 
breathing air in through one nostril 
and out through the other. 

The appreciation of art involves an 
affective component. The object apper- 
ceived is not just a carved piece of 
stone or a painted canvas, but the feel- 
ing tone of the artist who created it. 
This feeling tone is embodied by the 
observer as a percept, and having been 
marinated with the subject’s own mem- 
ories and emotions, becomes an apper- 
ception that will have different mean- 
ings for different subjects. Primitive 
art makes its point entirely in this 
way, for it is not representational, it is 
not photographic. The more abstract 
the art, the more the artist is trying to 
convey to you a feeling stimulus for 
apperception rather than an object- 
memory stimulus. Perhaps hunger for 
abstract art is so great today because 
we are preoccupied with objects that 
betoken status—tailfins, sheepskins, and 
sables—and with emotions which are 
associated with aggressiveness rather 
than with peace. You don’t join the 
rat race if you are content with your 
lot. The misery and disease of civiliza- 
tion are due to man’s untiring search 
for satisfactions beyond his natural 
needs (Rousseau). 

Having tried to show that the ap- 
perception, or comprehension, or sense- 
datum, is, in fact, a function of the 
brain and is entirely independent of 
the object, we can talk with more va- 
lidity about hallucinations, for they, 
too, must be as “real” as any other kind 
of apperceptions. Recall your dreams. 
Did they not seem to you to be vividly 
real at the time of dreaming, and maybe 
even after waking? 

With this in mind we go on to ask: 
Can apperceptions give us knowledge 


about nature, of certain things beyond 
both our ordinary experiences and the 
structure—as we think we know it (for 
this knowledge changes every day)—of 
the physical world? 

To return to Hora’s paper. He says 
that the asking of questions by the ther- 
apist tends to introduce into the rela- 
tionship a certain intentionality which 
might threaten the freedom of the pa- 
tient. The function of the therapist is 
not to analyze the patient, but to be 
with him in such a way that all that is 
should reveal itself in the essence of its 
Being (Heidegger). It is conceivable, 
says Hora, that a sensitive therapist 
could conduct a complete “analysis” 
without ever asking a single question of 
his patient. Therapy by dialogue 
threatens the patient’s freedom to be, 
to realize his potentialities or—if he so 
desires—to ignore them. However, if 
the patient fails to realize them, or can- 
not ignore them without pain, he suf- 
fers existential guilt, and I believe that 
this is synonymous with the symptom 
of “loneliness” to which I will refer 
later. 

Quoting Hora again: Giving to the 
patient the freedom of choice and the 
responsibility of decision opens the 
door to a sense of personal dignity and 
to a contact with transcendental aspects 
of human experience which lead a pa- 
tient to rediscover religion, in its pre- 
theological sense, and thus to find the 
mystery of Being, or the metaphysical 
ground of existence, as personally 
meaningful. 

Russell Brain says that religions arise 
out of mystical experience. And such an 
experience is believed to imply an ap- 
perception of a phenomenon of nature, 
or of a human relationship, which 
achieves the understanding of the ulti- 
mate nature of reality. 

Such experiences come in solitude. 
Moses was alone on Mount Sinai for 
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forty days before he experienced the 
Revelation of the Hebrew God; Bud- 
dha sat alone under a fig tree near 
Patna in northeast India for forty-nine 
days “deep in rapture” before “the 
Great Awakening.” Legend goes on to 
say that Mara, the equivalent of Satan, 
asked him “who could be expected to 
understand truth as profound as that 
which the Buddha had laid hold of? 
How could such revelation be trans- 
lated into words?” Buddha answered, 
“There will be some who understand.” 
Russell Brain puts it this way: 
“Those who experience these appre- 
hensions find that they are their own 
validation. The scientist’s failure to 
find out how they can be so, does not 
invalidate them.” But I believe that 
the scientists are coming near to suc- 
ceeding. We have to acknowledge first, 
with Brain, that only feelings can give 
us knowledge of feelings. If the uni- 
verse itself is of such a nature that we 
can know it only if feeling is an in- 
gredient of our knowing experience, we 
can have no adequate knowledge of it 
without feeling. This feeling reaches 
its zenith when it is accompanied by 
hallucinations, which bring with them 
ecstasy or fear. If the latter, this terror, 
I believe, is the terror of loneliness, 
which is probably the ultimate cause of 
anxiety, as suggested by Fromm-Reich- 
mann; and what is meant, I also think, 
by the term “existential anxiety.” 
Hora says that reasoning may actu- 
ally hamper the capacity to experience. 
In order to heighten experiential per- 
ceptivity, one must suspend intentional 
reasoning and achieve an “open mind,” 
which after all is the sine qua non for 
free association on the analytic couch, 
as well as for periods of silent medita- 
tion as practiced in the great religions 
of the world. Having the mind thus 
opened, one can forget the past, ignore 
the future, and savor to the full the 


here and now, the present. This is, in 
fact, the natural order of things, for 
normally thought starts with a percep- 
tion which is a present thing. Appercep- 
tions are accretions of learning. By put- 
ting thought, which is made up of 
apperceptions, before perceptions man 
falsifies reality. For example, the man 
who is anticipating his first sexual ex- 
perience may find himself unable to 
relish it au moment critique because 
of impotence. 

Authenticity of being and of speak- 
ing entails a capacity to endure silence 
—a silence which is devoid even of non- 
verbal communication, which implies 
the immobility of the Buddhist priest 
or Yogi aspirant in the state of contem- 
plation. This, says Heidegger, opens up 
the dread of nothingness, leading to 
what I have already called existential 
anxiety. It is the dread of being ex- 
posed to this aloneness which makes 
people chatter to other people and even 
manipulate them. An infant makes 
cooing noises to its teddy bear and ma- 
nipulates it in ambivalent ways, either 
by cuddling it, or by throwing it away. 

Periods of speechless silence experi- 
enced in the course of existential analy- 
sis can be so painful that some patients 
may notice fleeting reactions of deper- 
sonalization and derealization. This 
opens the way to hallucinations. But 
with this, too, the experience of coming 
face to face with nothingness produces 
a feeling—an apperception—which may 
be accepted as an unholy terror or as a 
Holy Revelation. One must strive to be 
able to face nothingness as the latter, 
in the same way as the Zen novice 
strives to attain Satori, which brings him 
into contact with true reality by reveal- 
ing to him the metaphysical grounds of 
existence. In other words, he has ex- 
perienced a sense-datum without ex- 
ternal object and has been liberated 
rather than scared. 
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This brings me to Fromm-Reich- 
mann’s paper, “On Loneliness,” in 
which she quotes Rollo May as say- 
ing, “... every human being gets much 
of his sense of his own reality out of 
what others say to him (and about 
him).” While isolated from other hu- 
man beings, people feel threatened by 
the potential loss of their boundaries. 
The degree of a person’s dependence on 
others for self-orientation and the de- 
gree of anxiety aroused in him by the 
threat of isolation from them depends 
upon the vicissitudes of personal de- 
velopment. 

Some people may even resort to 
anxiety arousing experiences if it helps 
them to escape loneliness. Other people 
find that solitude is indispensable for 
creative thinking and/or emotional ex- 
perience. (Can we have one without the 
other?) Binswanger mentions that lonely 
people are devoid of any interest in any 
goal; and non-goal-directed thinking is 
surely free association. Tillich defines 
lonely people as those in whom there is 
a split in what ought to be the essenti- 
ally united experiences of the courage 
to be as one self and the courage to be 
as a part because such people become 
disintegrated in their isolation. The 
concluding sentence of Hora’s paper 
says it this way: “Man must be simul- 
taneously apart, and yet part of the 
total scheme of things.” 

Buber comments that “Man is afraid 
of things that cannot harm him, and he 
knows it—but in truth, the one thing 
man is afraid of is within himself.” And 
that which is in himself is the intoler- 
able loneliness Fromm-Reichmann says 
may be the fundamental cause of psy- 
chosis. She does not dogmatize, for she 
believes that this has been too terrible 
a subject for either therapist or patient 
freely to talk about. On the other hand, 
as has already been mentioned, in self- 
imposed solitude are works of art cre- 


ated, is a mystic phenomen experienced, 
is satori achieved. 

Enforced loneliness, it is known from 
the experiences of prisoners in solitary 
confinement and from the experiments 
being carried out today on the effects of 
deprivation of all sensory stimulation, 
can produce hallucinations. 

Drugs such as mescaline, lysergic acid, 
adrenochrome, and hasheesh can prod- 
uce hallucinations. Morphine, while re- 
lieving pain, simultaneously produces 
colorful dreams of vivid reality. That is 
to say, there may be a link between the 
ability of morphine to block sensory 
perception and the subsequent hallu- 
cinosis. Possibly all these drugs work 
be blocking at the mid-brain level the 
reticular activating system, which is the 
nervous mechanism responsible for 
maintaining alertness. 

Experimental evidence suggests that 
the tranquilizing drugs act by a par- 
tial inhibiting effect on that alerting 
system. 

A long period of isolation may obvi- 
ate the need for such a system, which 
controls alertness and may, indeed, 
produce as it were a disuse atrophy of 
it. If this is self-imposed, as by a hermit, 
the resulting hallucinosis, the appercep- 
tions, that is, of sense data, in the ab- 
sence of an external object may be ac- 
cepted by him with joy as revelation; if 
it is externally imposed and associated 
with an unpleasant intent such as pun- 
ishment, then presumably such experi- 
ences would derive their frightening af- 
fective coloring from this intent. 

I would deduce then from all these 
philosophical writings, religious experi- 
ences, mental illnesses, physiopharmaco- 
logic experimentation, and therapeutic 
techniques that there is a mediating, 
neurological, final common path for the 
experiences of “dasein,” of “Revela- 
tion,” of “Satori,” and of hallucinosis 
which convey the necessary impulses to 
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consciousness where they are apper- 
ceived in fear or in ecstasy; that is, as 
mental illness or as “The Awakening,” 
which is the ultimate understanding of 
reality. 

Two questions remain: Does this last 
paragraph simply refer to what the 
Freudian school refers to as the “Oceanic 
Experience”? And, secondly, are the Ex- 
istentialists clouding their own issue by 
euphuistic language which is incompre- 
hensible to a public of average literacy? 

A note from Freud shows his own 
doubts about this topic. In a paper en- 
titled ““The Uncanny” (1919), he writes: 
“. . . preliminary results have satisfied 
psychoanalytic interest in the problem 
of the uncanny, and what remains prob- 
ably calls for an ‘Aesthetic Valuation.’ 
But that would be to open the door to 
doubts about the exact value of our 
general contention that the uncanny 
proceeds from something familiar but 
which has undergone the process of re- 
pression”—and is returning to con- 
sciousness in disguised form. Later he 
concluded: “Concerning the factors of 
silence, solitude and darkness, we can 
only say that they are actually elements 
in the production of that infantile mor- 
bid anxiety from which the majority of 
human beings have never become quite 
free.” 


SUMMARY 


Dr. Thomas Hora’s Karen Horney 
Award Lecture for 1959 is elaborated 
upon in the light of some recent publi- 
cations by Martin Buber, Russell Brain, 
and Frieda Fromm-Reichmann. Refer- 
ence is also made to current experi- 
ments on total sensory deprivation; to 
theories as to the alleged action of tran- 
quilizing drugs on the mid-brain reticu- 
lar activating system; and to the hallu- 
cinogenic drugs. An attempt is made to 
integrate the metapsychological and 
neurological viewpoints in order to ac- 
count for hallucinatory experiences. 
When the latter are accompanied by un- 
pleasant affect, it is suggested that the 
result is “psychosis.” If the affect, on the 
other hand, is one of exaggerated ac- 
ceptance, especially if it reaches the state 
called “ecstasy,” the experience seems 
to be the equivalent of what has been 
described in the literature of religion, 
mysticism and existentialism as a “‘rev- 
elation.” 

The fundamental basis of this type 
of experience is a block to the sensory 
in-put, whether produced spontaneously 
by consciously determined withdrawal, 
which gives opportunity for contempla- 
tion; or by conditions imposed from the 
exterior, such as drugs or solitary con- 
finement. 
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ZEN BUDDHISM AND PsYCHOANALYsIS. By 
Erich Fromm, D. T. Suzuki and Rich- 
ard De Martino. 180 pp. Harper and 
Brothers, New York. 1960. $4. 


There is no question about the time- 
liness of this book. Ever since psychoanaly- 
tic writers first began to give serious atten- 
tion to the philosophy-religion of Zen 
Buddhism, about twelve years ago, many 
have felt the need to clarify the similarities 
and differences between our own techniques 
and goals and those of Zen. Analysts using 
the Horney concepts of human nature were 
among the first to evince an interest in 
Zen. Some of us have attended Suzuki's lec- 
tures at Columbia, and have spent engross- 
ing hours discussing Zen and analysis with 
him and with De Martino. Last year, when 
Suzuki addressed one of our scientific 
meetings, his erudition, humility, and clear 
thinking impressed us. 

As Fromm mentions in this book, Karen 
Horney was intensely interested in Zen 
during the last years of her life. (I have 
heard her quoted as saying of Suzuki that 
he was the most selfless man she had ever 
met.) That there is some congeniality be- 
tween the Zen approach and our own has 
become apparent to me. Gradually other 
analysts—and of course thinkers in other 
related fields—have become interested in 
Zen, some to scoff at it, others to “analyze” 
it. Often it has been described as a move- 
ment which encouraged regressive infan- 
tile oceanic feelings. Those who felt there 
was wisdom in this ancient religion-with- 
out-a-God were impressed by its goal of 
freeing the individual from distortions of 
reality and from repressions, of helping him 
to find within himself a more genuine mode 
of existence, a more direct contact with 
the “here and now.” 

A peak of interest in Zen was reached 
in 1957, when Erich Fromm organized a 
summer workshop on Zen Buddhism and 
Psychoanalysis in Cuernavaca, Mexico, The 


sections by Suzuki and De Martino in this 
book are almost literal transcripts of their 
lectures at this conference. 

The book is divided into three sections, 
beginning with “Lectures on Zen Bud- 
dhism” by Suzuki. He opens with a suc- 
cinct, aphoristic account of the differences 
in approach to life of people in the East 
and West. He characterizes the West as 
active, analytical, intellectual, machine-like 
and “scientifically objective.” According to 
him, “the Chinese and other Asiatic peo- 
ple love life as it is lived and do not wish 
to turn it into a means of accomplishing 
something else. . . . Mechanical devices are 
far more efficient and accomplish more. 
But the machine is impersonal and non- 
creative and has no meaning.” Logic, Su- 
zuki states, is human-made to assist in utili- 
tarian activities. In the East there is no 
hard and fast division between “yes” and 
“no.” He contrasts the “scientific” approach 
with that of the “artist of life.” “I am told,” 
he muses, “that most modern men and 
women are neurotic on this account... . 
they have forgotten that they are born 
artists, creative artists of life, and as soon 
as they realize this fact and truth they 
will all be cured of neurosis or psychosis 
or whatever name they have for their 
trouble.” 

Throughout he strives, with his charac- 
teristic use of many illustrative anecdotes, 
to outline what the “Zen man” means by 
the “true artist” and the methods which 
have been adopted by Zen to achieve this 
state. He discusses and distinguishes be- 
tween such concepts as “the trained un- 
conscious,” which is different from the 
“instinctive unconscious” of the infant or 
animals in that in the former “all the con- 
scious experiences a person has gone 
through since infancy are incorporated as 
constituting his whole being.” Analysts are 
familiar with this type of concept and use 
it when we advise an analyst-in-training to 
“learn theory until you are theory. Then 
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you need not think of it. You live it.” 

Suzuki has an interesting section on the 
koan, “a kind of problem which is given 
by the master to his disciples to solve.” 
“Koan” is literally translated as “a public 
document.” It is the “document” each one 
of us “brings along to this world at his 
birth and tries to decipher before he passes 
away.” Thus the koan is within ourselves, 
and what the Zen master does is no more 
than to point it out for us so that we can 
see it more plainly than before. Suzuki 
gives many examples of koan, including 
the well-known ones: “Show me your origi- 
nal face you have before you were born,” 
and “Let me hear the sound of one hand 
clapping.” Although these questions and de- 
mands will appear nonsensical, Suzuki 
points out that they are no more than “il- 
logical” varieties of the most ‘rational’ and 
most puzzling question which plague all 
of us. “Whence do we come and whither 
do we go?” Of course, any “logical” an- 
swer to a koan is rejected by the master, 
often sarcastically. The disciple may soon 
give him up as “an ignorant old bigot,” 
but, as Suzuki reminds us, he knows his 
business. “For Zen is not, after all, an in- 
tellectual or dialectical game of any sort. 
It deals with something going beyond the 
logicalness of things.” Although Suzuki does 
not seem to hold the intellect in very high 
esteem (“The intellect serves varied pur- 
poses in our daily living, even to the point 
of annihilating humanity, individually or 
en masse . . .. but it does not solve the 
ultimate problem, . . . which concerns the 
meaning of life”), he insists that he is not 
an anti-intellectualist. “What I object to is 
regarding the intellect as the ultimate re- 
ality itself. The intellect is needed to de- 
termine, however vaguely, where the reality 
is. And the reality is grasped only when 
the intellect quits its claim on it.” In fact, 
Zen uses this knowledge by proposing, as 
koans, statements which in disguise look 
as if they demanded a logical treatment. 
But then, as has been stated many times, 
Zen transcends logic. The student is, so to 
speak, driven into a corner by the constant 
rejection of rational answers. He must take 
a chance, make a leap, and he emerges by 
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“landing on the lotus leaf,” finding a new 
reality. 

Again, we are very familiar with the Zen 
masters’ instruction to think not with the 
head but with the belly. As Suzuki points 
out, the head symbolizes intellection, but 
the abdominal part, where the viscera are 
contained, represents the most primitive 
stage of evolution in the structure of the 
human body. “The abdominal parts are 
closer to nature, from which we all come 
and to which we all return.” “The belly” 
stands for the totality of one’s being. 

As a follower of a holistic theory of psy- 
choanalysis with emphasis on the “here- 
and-now,” the Horney analyst may find 
many things in common with Zen Bud- 
dhism. Still, we are left with our curiosity 
unsatisfied as to the differences and simi- 
larities in the ultimate goals of the two 
approaches. For example, is it possible to 
reach a state of “satori,” or enlightenment, 
as the result of analysis? Is it necessary to 
review personal history, dreams, feelings, 
and thoughts in analysis, or could the Zen 
approach, using “zazen” (meditation), 
“koans,” breathing exercises, and confron- 
tation by a “master-analyst” achieve simi- 
lar or superior results? We look to Fromm’s 
chapter, “Psychoanalysis and Zen Bud- 
dhism” to answer some of these questions. 

Fromm is able to draw many parallels 
between analysis as he practices it (“hu- 
manistic analysis”) and Zen. He very 
clearly, even brilliantly, outlines the 
changes through which analysis has passed 
since Freud’s days. Mainly, there has been 
a shift in goals through the cure of symp- 
toms, the seeking of “well-being,” to over- 
coming inner deadness, alienation from 
oneself and others, and to handling that 
awareness of self which may make men feel 
unbearably alone, lost, powerless. Instead 
of the “public document” which Suzuki re- 
fers to (“Where do we come from?” etc.), 
Fromm states that life poses an imperative 
question for man from the moment of 
birth. “The question is: ‘How can we over- 
come the suffering, the imprisonment, the 
shame, which the experience of separate- 
ness creates; how can we find union within 
ourselves, with our fellowman, with na- 
ture?’” To answer this, Fromm reiterates 
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some of the ideas we know from his pre- 
vious works. 

One answer is to “find unity by regression 
to the state of unity before awareness ever 
arose.” Another answer is “to be fully 
born, to develop one’s awareness, one’s rea- 
son, one’s capacity to love to such a point 
that one transcends one’s own egocentric 
involvement and arrives at a new har- 
mony.” Fromm discusses the answers to life’s 
questions supplied by religion. He includes 
the formal denominational ones shared 
with others, and those which are private— 
namely, the neuroses. He mentions that we 
may try to avoid answering these questions 
by concerning ourselves with objects—prop- 
erty, prestige, power, production, fun— 
trying to forget that we exist. He differen- 
tiates between regressive religions and 
those which, like Zen, lead to an opening, 
an awakening. 

Pointing out that the aim of Zen is 
enlightenment, or “the immediate, unre- 
flected grasp of reality, without affective 
contamination and _intellectualization,” 
Fromm compares this with the aim of psy- 
choanalysis, as stated by Freud, to make 
the unconscious conscious. In his discus- 
sion of the different meanings of both “con- 
sciousness” and “unconsciousness,” he pre- 
sents the concept of “social filter,” which 


determines what will be permitted to be-— 


come conscious. “The unconscious is the 
whole man—minus that part of man which 
corresponds to his society.” His idea of the 
unconscious is somewhat similar to that of 
Jung. “It represents his past down to the 
dawn of human existence, and it represents 
his future to the day when man will have 
become fully human. . . .” In tracing the 
development of our notions about the un- 
conscious, Fromm notes that “the non- 
Freudian schools have greatly widened the 
sector of the unconscious to be uncovered 
in analysis,” He mentions specifically Jung, 
Adler, and Rank but insists that (with the 
exception of Jung) “in spite of such a 
widening, the extent of the sector to be 
uncovered has remained determined by the 
therapeutic aim of curing this or that symp- 
tom; or this or that neurotic trait. It has 
not encompassed the whole person.” It is 
difficult to see how he could have received 


this impression from an adequate knowl- 
edge of the Horney theory. Still, his sug- 
gestion is worthy of serious thought when 
he states, “Perhaps the limited aim (that of 
curing symptoms or changing certain char- 
acter traits) can be achieved with more 
limited and less time consuming methods, 
while the time and energy consumed in the 
long analytic process are used fruitfully 
only for the radical aim of ‘transformation’ 
rather than the narrow one of ‘reform.’” 

My general impression is that Fromm 
looks at the “enlightenment” of Zen as some- 
thing that is genuinely transforming and 
that might theoretically be approached by 
the psychoanalytic method of uncovering 
the unconscious. In his “humanistic” analy- 
sis, the emphasis is on the effective and to- 
tal experiencing. The analyst tries to bring 
about a full, open meeting with the patient, 
just as we do with the Horney techniques. 
Beyond this, perhaps because he sees limi- 
tations in time or cultural differences, he 
nowhere suggests that we substitute koans 
for free association. 

In the final section, De Martino discusses 
the subject-object split in intricate detail. 
He calls the initial situation of man “con- 
ditioned subjectivity.” In this state, as “liv- 
ing active subject with freedom and re- 
sponsibility, it (the ego) is at the same time 
a passive given object, destined, determ- 
ined, and without responsibility.” He as- 
serts that the anxiety related to life and 
death arises from the necessity to contend 
with and resolve this contradiction and the 
possibility that life may end before a reso- 
lution is attained. Thus he adds still an- 
other aspect to the “question which life 
demands that we ‘answer.’” 

De Martino goes further into the nature 
of the koan and he explains its mechanism 
in terms of its becoming “a living crisis.” 
It cannot be solved by a bifurcated subject- 
object ego. In describing his own experi- 
ence as a Zen-novice, he mentions, for 
instance, that students may become so un- 
comfortable when fully involved with the 
koan that they sometimes have to be 
dragged, beaten, or carried into the com- 
pulsory interviews with the teacher. It is a 
feeling of overwhelming frustration that 
precedes the final experience of one-ness 
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with self and with one’s environment. De 
Martino’s ideas are sound and well thought 
out, but very difficult to read. To try to 
understand them is akin to following intri- 
cate mathematical theroems. Perhaps this 


difficulty is inherent in any attempt to ex- | 


amine phenomena intellectually on the 
level which is dealt with by Zen. Suzuki 
generally avoids this difficulty by using al- 
legories. We sense that De Martino is try- 
ing to describe profound, personal, feeling 
experiences, with a basic difficulty in com- 
municating by mere words. 

All in all, the three authors complement 
one another well. We would have litle ar- 
gument with the analytic approach as out- 
lined by Fromm, I will avoid any chauvin- 
istic reiteration of the fact that Horney and 
her followers were among the first to show 
interest in this approach and to seek a com- 
mon ground with some of the insights of 
Zen Buddhism. After all, Fromm was the 
first to write a book on the relationship of 
psychoanalysis and Zen. And a fine book 
it is. 

—SIDNEY ROSEN, M.D. 


PREDICTION AND OuTCOME—A IN 
DEVELOPMENT: Sibylle Escalona, 
Ph.D., Grace Moore Heider, Ph.D. 318 
pp. Basic Books, New York, 1959. $6.50. 


Through fortuitous circumstances an un- 
usual study was made possible in the field 
of child development. It happened that in 
1947-51, a study of infants was conducted 
in Topeka, Kansas, by Sibylle Escalona, 
Ph.D. Special emphasis was placed on the 
earliest phases of personality development 
in a group of 128 infants ranging from four 
to thirty-two weeks of age. As this infor- 
mation was being completed (a process 
which took several years), a second re- 
searcher appeared in Topeka with a plan 
to study pre-schoolers. It was discovered 
that thirty-one of the original 128 still re- 
sided in the Topeka area and a new project 
was launched. Using the data of the infant 
observations, an attempt was made by 
Escalona to forecase the behavorial person- 
ality characteristics of this group as seen 
five years later. A separate group of investi- 
gators (with no access to the infant mate- 
rial) studied the children and the material 


gathered by both groups was extensively 
studied and collated. The book is a presen- 
tation of this material, with straight-forward 
discussions of the many pitfalls, specula- 
tions, and tentative hypotheses of the au- 
thors. In addition to the results and discus- 


sion, there are lengthy case reports of sev- 


eral of the children. This gives the reader 
an opportunity to come to his own conclu- 
sions and to make his own speculations. 

The questions posed (in my own words) 
were: 1. Can personality and behavior be 
predicted from observation of certain 
traits in infancy? What is the fate of “or- 
ganic” differences often noted in infants 
from birth? Do these factors lead in later 
life to specific personality patterns such as 
aggressiveness and sensitivity? 2. How does 
the data fit in with current theories of child 
development? 

As is usual in an objective investigation 
of human beings, the results are complex, 
have to be interpreted and qualified, and 
are often equivocal. Any other findings are 
viewed with justified scepticism. 

Often the complexity of the human sub- 
ject is reduced by diligent researchers to 
measurable, but relatively meaningless, 
quantities or statistics. In this project the 
authors have made every effort not to 
quantify the children, but have tried 
to handle their findings creatively, so as 
to give the readers a living experience. 
An unusual feature is a detailed descrip- 
tion of how the predictions were made. 
Dr. Escalona studied her data minutely, 
then allowed herself to browse through the 
record of the child, and followed her in- 
voluntary images until “there came a mo- 
ment when I had the subjective experience 
of emergence.” 

The infants originally were observed 
once in the hospital and later at home. All 
children were tested, and specific observa- 
tions made in addition to the tests, such as 
“vigor and intensity of activity, response to 
new situations, perceptual sensitivity, choice 
of toys, playmates. . . .” The items were 
then grouped into over forty prediction 
areas, such as “motor coordination, activity 
level, dependence-independence, social be- 
havior, sex role acceptance, Oedipal con- 
flict phase resolution, etc.” 
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There were no startling findings, but 
some very interesting ones. Seven of the 
predicted areas scored eighty per cent or 
more success (the highest was ninety-five 
per cent). The highest two areas were 
called “‘sex-role acceptance” and “interest 
patterns”—they were two areas involving 
motor activities followed by “oedipal con- 
flict, phase resolution.” The motor patterns 
were predicted with a high degree of suc- 
cess—that is, the infant who was over- 
active and vigorous tended to become a 
child who played actively and vigorously. 
However, and this finding does not surprise 
me, the motor patterns did not necessarily 
coincide with attitudes. For example, many 
who were tolerant of new stimuli as infants 
became timid pre-schoolers, who were shy 
in their response to new surroundings. 
Among the poorest predictive items were 
attitudes such as “competitiveness,” “fear- 
fulness of strangers,” “attitudes towards 
self and the world.” Attempts were made to 
predict these items using infant observa- 
tions such as persistence in the face of ob- 
stacles, striving, reaching for things, These 
“organismic” pre-dispositions are obviously 
not the crucial factors in determining per- 
sonality constellations, even though several 
present-day researches have come up with 
other hypotheses. However there were 
several infants who maintained a con- 
tinuity throughout, and these children un- 
doubtedly give rise to the refrain heard 
from mothers, “He was like that from the 
day he was born.” To return to the other 
successful predictions, the items in sex- 
role acceptance fall into a broader category 
of conformity to cultural norm. These fac- 
tors could be and, in my opinion, probably 
were predicted on the basis of contact with 
the mother and knowledge of the general 
emotional tone of the family. Oedipal atti- 
tudes are admittedly “predictions about the 
parents, especially the mothers, more than 
they are predictions about the child him- 
self. ...—the patterning of oedipal events 
was anticipated largely as a function of 
expected parental attitudes.” 

One finding which is made much of by 
the authors is the good correlation found 
between poor impulse control in infancy 
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and poor concept formation and symboliza- 
tion later on. 

It seemed to me the implication is that 
problems in symbolization, verbal skills, 
and communication stem from inherent 
organic predisposition involving coordina- 
tion and delay of gratification. This area 
received special attention because it seemed 
to confirm certain Freudian theories of 
child development. 

For those who are interested in the field 
of child development and early infantile 
patterns, a dip into this book will be worth- 
while. Don’t expect to come away with any 
neat generalizations, but be prepared to do 
some careful and thoughtful browsing. The 
extensive amount of raw data and inter- 
views which is included, plus the obvious 
sincerity of the authors, makes the effort 
worthwhile. 

—ALEXANDRA SYMONDS, M.D. 


ADOLESCENCE AND DiIscIPLINE—A MENTAL 
HYGIENE Primer. Rudolph M. Witten- 
berg. 318 pp. Association Press, 1959, 
New York. $4.95. 


In his introductory remarks, Dr. Witten- 
berg gives the reader the essence of the 
subject matter under study in this simply 
written, compact book: “The ability to 
love and truly enjoy life depends in the end 
on the ways in which one has been enabled 
to develop self-discipline from within.” He 
finds that the complex growth period of 
the adolescent, where discipline problems 
manifest themselves, is the best laboratory 
for studying such vexing issues. 

He feels that the concept of discipline, 
through common usage, has come to be as- 
sociated with force, punishment, and au- 
thoritarianism. The term’s original root- 
meaning, derived from disceo (“disciple”) 
or discere (“to learn”), has been over- 
shadowed by an interpretion suggesting a 
painful process associated with something 
hateful or spiteful. Dr. Wittenberg injects 
the thought that in our search for an inner 
discipline we are dealing with a continuous 
process from birth to death. He presents 
the thesis that there is some inner homeo- 
stasis that is achieved in the process of 
continual changes being made, together 
with compromises, at various levels of our 


development. Also, that these changes are 
only made when we feel they are neces- 
sary. The average adult, who is already 
rigidly set in his convictions and at the 
same time harboring many of his own un- 
resolved conflicting attitudes, may feel 
somewhat threatened by the stresses of these 
young people who are in a continual state 
of flux. 

In focussing on this particular problem, 
Dr. Wittenberg divided his book into three 
chief parts: I. The Challenge of the Ado- 
lescent; II. “Discipline”—Methods; III. To- 
ward Inner Balance and Social Reality. 
The reader who is oriented to the common 
manifestations of the adolescent (both 
“normal” and somewhat “abnormal”) will 
find the contents of each part both helpful 
and practical as a guide to understanding 
the emotional problems of the troubled, 
growing adolescent. The author has a facil- 
ity for presenting his material in everyday 
language. However, the professional psy- 
chiatrist and analyst may find his presenta- 
tions somewhat over-simplified and wish he 
would attempt to delve more deeply into 
the psyche of the adolescent. A more com- 
prehensive bibliography may be helpful in 
compensating for this. 

It is the reviewer's feeling that Dr. Wit- 
tenberg’s orientation throughout this book 
seems to lean toward a mixture of the clas- 
sical Freudian theoretical constructs and 
the biological growth-pattern orientation of 
Piaget. 

In his dimensional presentation of Part 
I, he starts with “The Ego in Trouble” and 
from there he takes the reader into group 
and social identity of the adolescent. Here 
he stresses the group identity as the most 
important and significant experience for 
the growing youngster as he moves from 
childhood to adulthood. What makes this 
experience so significant? The reviewer 
feels Dr. Wittenberg makes his chief con- 
tribution in this area. He “spells out” some 
of the factors that make up the “group 
spirit” which may group therapists have 
found in working with adolescents. To 
quote a passage: “It is a unit where you 
feel you belong, where you have roots, 
where you are ‘at home.’ In such a group 
there will be give and take, awareness of 
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the needs of others, consideration tor 
others, sharing and an ability to submit 
individual differences to the welfare of the 
larger unit.” Here is where the group leader 
(parent or teacher) would necessarily have 
to have the sensitivity, compassion, and in- 
ner discipline to share with these young- 
sters. 

In the second part, the author presents 
some common misunderstandings regarding 
disciplinary methods as practiced in our 
culture and how to deal with some of them. 
For example, the parent, who is confronted 
with a troubled adolescent is frequently 
heard to say, “It’s up to you.” This laissez- 
faire group of parents may only help to 
weaken the inner “balancing forces” of the 
already overburdened youngster. This seem- 
ing “liberal cloak of permissiveness” on the 
part of the parents may be experienced by 
the adolescent as disinterest or impatience. 
As a suggestion for helping this youngster, 
Dr. Wittenberg outlines three distinct 
steps: “recognition on the part of adults of 
the ways in which conflicts are expressed by 
young people; transmission of our recogni- 
tion to them; and, finally, the awareness of 
the limits of the ego.” In other words, an 
attempt is made, in the spirit of mutuality, 
to “define” clearly with the adolescent the 
nature of his difficulty and the central role 
he has to play in helping him arrive at his 
own decision and the responsibility for the 
consequences of it within the limits of his 
capacity at the time. 

Dr. Wittenberg cites a few other ex- 
amples of common “disciplinary methods” 
which he treats in a similar manner. Among 
the latter may be mentioned a situation in 
which there is “too much understanding” 
coming from the adult. Here, we find some 
examples where pride operates. There is 
“the solid citizen,” “the enlightened one,” 
or the “avant-garde” who is always trying 
something new in his approach in disci- 
pline. What the troubled youngster needs 
is his “firmness,” not his “over-indulgence.” 

Another group of parents prefers harsh- 
ness or a “get tough” policy, either overt 
or covertly sugared in their “firmness,” in 
handling the disciplinary problems of their 
adolescent youngster. Here is a technique 
“by design” which they use “for his good.” 
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In actuality, it is an expression of their own 
inner helplessness and lack of warmth and 
understanding. 

His chapter on “How to Set Limits” 
seems particularly apropos. Here Dr. Wit- 
tenberg stresses the fact that the difficulty 
is not so much in the adolescent’s lack of 
awareness of his limits, but in his difficulty 
in accepting them. For example, the clinical 
group of adolescents are likely to say, “I 
know,” is really unaware of its lack of 
fundamental knowledge. The sensitive 
adult parent would be able to recognize 
this as a defensive attitude in the young- 
ster’s unrealistic expectations of what he 
feels “he should know.” Dr. Wittenberg 
stresses that an inner firmness in this area 
of development (simple acceptance of their 
limitations of knowledge) must be set early 
in childhood. 

What is particularly emphasized by the 
author in the discussion of “social reality,” 
in the third section of the book, is the group 
process of “fair play.” Here the therapist or 
group superviser must not set his standards 
for group practice. This leads to group re- 
sentment. “Group activities are based on 
complete co-operation in order to have the 
dominant member and the group experi- 
ence by themselves the realization that 
group leadership is not the same as domi- 
nation.” Dr. Wittenberg cites a few princi- 
ples for the group leader to follow: 1. He 
does not try to solves the group’s problem 
for them. 2. He accepts the group’s norm, 
although this may not be his norm of be- 
havior. 3. He uses program skills to make 
the group members more secure, getting 


better discipline through co-operative ac- 
tion. In a democratic society this would be 
most significant for developing a limit-set 
for each individual. 

Dr. Wittenberg presents a summary at 
the end of each chapter which brings to the 
reader the essence of his material in a 
thumb-nail sketch, This reviewer feels that 
the author gives the reader the feeling that 
he is “talking things over” with him in a 
roundtable fashion, but that he leaves 
questions unanswered regarding the search 
for some lasting solution toward a disci- 
plined, sane society of the future. 

Although at the beginning of the book, 
the author seems somewhat rigid in his ap- 
proach, later on, when bringing in his 
clinical examples of living material, he 
seems less so. This may be due to his theo- 
retical framework—namely, the concept of 
discipline as a super-ego manifestation 
which is required to control libidinous 
urges. His clinical material could be inter- 
preted in Horney terms, such as the adoles- 
cent’s character structure manifesting his 
need to know everything, his fluctuating 
assertiveness with its “shoulds,” and the 
description of neurotic attitudes and per- 
sonality trends in parents. 

Dr. Wittenberg succinctly sums up the 
purpose of his writing this book: “to at- 
tempt to get a deeper understanding of the 
complex growth period of adolescence, 
where discipline problems often become 
acute and disturb the individual and his 
environment.” 

—JOsEPH ZIMMERMAN, M.D. 


ANNUAL REPORTS 


The Association for the Advancement 
of Psychoanalysis 


The Association. continued its growth. 
Thirteen new Associate Members and four 
Full Members were elected. 

On the occasion of her leaving New York 
to join the faculty of Dalhousie Univer- 
sity, Dr. Elizabeth Kilpatrick, one of our 
founding members and former President 
of the Association, was elected Honorary 
Member in appreciation of her great con- 
tribution to the development of psycho- 
analysis and of this Association. 

_ The Annual Karen Horney Award was 
given to Dr. S. Rudolphson, of Santiago, 
Chile, for his paper entitled “A Critique of 
Horney’s Theory of Anxiety.” The Eighth 
Karen Horney Lecture, preceded by a din- 
ner, was given on March 23, 1960, by Dr. 
David McK. Rioch on “Recent Contribu- 
tions of Neuropsychiatric Research to the 
Theory and Practice of Psychotherapy.” 
The Academy Meetings dealt with basic as- 
pects of psychoanalysis. The Interval Meet- 
ings were mainly devoted to the problem 
of the development of the self and the ori- 
gin of neurosis in childhood. 

During the annual meeting of the Ameri- 
can Psychiatric Association, the Association 
sponsored a round table on “The Mean- 
ing of Suffering in Therapy,” which re- 
sulted in a stimulating discussion, including 
a great variety of psychoanalytic view- 
points. Dr. Alexander Reid Martin was the 
moderator. The participants were Doctors 
Irving Bieber, John A. P. Millet, Sandor 
Rado, Thomas S. Szasz, Bella S. Van Bark, 
Frederick A. Weiss, and Antonia Wenkart. 
At the meeting of the Academy of Psycho- 
analysis, Dr. Frederick A. Weiss spoke on 
“Self-Alienation and Psychoanalytic Ther- 
apy.” Doctors Harold Kelman and Antonia 
Wenkart presented papers at the meeting 
of the American Ontoanalytic Association. 

In response to a questionnaire from the 


American Psychiatric Association, the As- 
sociation expressed its conviction that it 
did not favor the creation of a subspecialty 
board in psychoanalysis at this time. A sec- 
tion of the American Psychiatric Associa- 
tion library will be devoted to our books 
and the American Journal of Psychoanaly- 
sis. Membership in the Association will be 
listed in the Medical Directory of New York 
State. 

The American Journal of Psychoanalysis 
extended its circulation in the United 
States and many foreign countries. 

The Auxiliary Council to the Association 
for the Advancement of Psychoanalysis 
(ACAAP) was dissolved in its present form. 
The constructive work which ACAAP has 
been doing for years in the field of psy- 
choanalytic and mental health education 
will be continued by the Association. The 
members of the Association were encour- 
aged to join the International Federation 
for Medical Psychotherapy, which will hold 
its next meeting in Vienna in August, 1961. 

The Association has moved into a build- 
ing at 329 East 62nd Street, New York City, 
which it shares with the American Institute 
for Psychoanalysis and the Karen Horney 
Clinic. We hope that this external integra- 
tion will also result in an inner integration 
that will foster the advancement of psy- 
choanalytic theory and therapy. 

Frederick A. Weiss, M.D. 
President 


American Institute for Psychoanalysis 
BOARD OF TRUSTEES 


The year 1960 was an eventful one. The 
acquisition of our new building at 329 East 
62nd Street, New York City, more closely 
bound together the Association for the Ad- 
vancement of Psychoanalysis and the Karen 
Horney Clinic with the American Institute 
for Psychoanalysis. There are few happy 
events in life that do not have aspects of 
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concern. This venture brings with it in- 
creased financial responsibilities. However, 
the spirit of the membership of the Karen 
Horney Clinic, Inc., is of such nature that 
it inspires confidence that we can meet our 
obligations. Another important problem of 
which we are aware is the opportunity of 
continuing and expanding our training of 
candidates in psychoanalysis. We have in- 
itiated projects toward this end; these proj- 
ects will be described in other reports. 

Since September, 1959, the Board of 
Trustees has met eleven times; two of these 
meetings were called as emergency sessions, 
mainly to meet the problems connected 
with the purchase of a building. The As- 
sociation for the Advancement of Psycho- 
analysis agreed to join the Institute and the 
Karen Horney Clinic, Inc., in a joint pur- 
chase of the new building. The building 
was purchased in March 1960; we took pos- 
session the following month. Work has been 
started to refurbish and build an elevator 
in our building and we hope to complete 
this work by the end of 1960. Plans for the 
new library are progressing under the com- 
petent leadership of Mrs. Esther Brody. 

Doctors Nathan Freeman, Harry Gersh- 
man, and Abe Pinsky were appointed to act 
as the Clinic Committee for the Board in 
negotiations and planning for refurbishing 
our new building. 

The following candidates were certified 
as practicing psychoanalysts: Doctors Paul 
Franklin, Edward Gendel, Melvin M. Ma- 
len, Claude H. Miller, Ellis Mischel, Ger- 
ald T. Niles, Samuel Safirstein, Edward 
Schattner, Bernard Shulman, and Alexan- 
dra Symonds. 

Doctors Nathan Freeman, Harold Kel- 
man, Sara Sheiner, and Frederick A. Weiss 
were elected to the Ad Hoc Constitution 
Committee to reappraise membership qual- 
ifications, 

Doctors Harold Kelman and Nathan 
Freeman, who were appointed as a com- 
mittee to represent the Institute regarding 
the proposed establishment of a subspeci- 
alty in psychoanalysis of the American 
Board of Psychiatry and Neurology, com- 
pleted their assignment. On December 21, 
a letter from Dr. David A. Boyd, Jr., sec- 
retary-treasurer of the American Board of 


Psychiatry and Neurology, Inc., was sent to 
Dr. Harold Kelman informing him the 
Board intended to request the Advisory 
Board for Medical Specialities to postpone 
the filing of the declaration of intent to 
institute a subspecialty board in psycho- 
analysis. The American Institute for Psy- 
choanalysis in conjunction with the other 
organizations did not favor the establish- 
ment of such a board at this time. 

At the January meeting, Dr. Abe Pinsky 
was elected to active membership in the 
American Institute of Psychoanalysis. 

Research Projects: The Board tentatively 
approved a research project entitled “Sig- 
nificant Personality and Social Variables in 
Doctor-Patient Relationship.” Dr. Joseph 
Vollmerhausen was elected as chairman, 
Doctors Marvin Bressler and John Mann as 
research investigators, and Mrs. Ardyth 
Stimson as research associate. The National 
Institute for Mental Health will be con- 
tacted for approval of this project. 

Election of Trustees: Doctors Harry 
Gershman, Louis R. Hott, and Sara Sheiner 
were elected to serve for a period of three 
years as members of the Board of Trustees. 

The resignation of Dr. Paul Lussheimer 
was accepted with regret. His contributions 
and service to the Board have been invalu- 
able and we are happy to report that he is 
available to the Board for consultation and 
guidance. 

Nathan Freeman, M.D. 
President 


KAREN HORNEY CLINIC REPORT 


The Karen Horney Clinic saw the fruition 
of its dream when it moved into its new 
building in conjunction with the Ameri- 
can Institute for Psychoanalysis and the 
Association for the Advancement of Psy- 
choanalysis. The transfer to the new quar- 
ters was a smooth operation, without any 
interruption in services. The facilities in 
our enlarged and modernized building will 
provide ample space for the continuance 
of the current program, and will also pro- 
vide for expansion and growth. There are 
additional therapy rooms and offices for 
the Clinic; classrooms, a library, and offices 
for the Institute and Association; and an 
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auditorium for joint use. Being housed in 
one building will enable the three organ- 
izations to work together even more closely. 

The Clinic’s program of research and 
training continues, as does its service to the 
community. Many more interesting group- 
therapy projects have been undertaken by 
the staff members, and there has been an 
increase in the number of selected special 
cases for individual treatment. Therapy of 
adolescent neurosis, homosexuality, prob- 
lems of pregnancy, obesity, and marital 
problems are either in study or being 
planned for future considerations. 

The Medical Board of the Clinic has 
been most active in considering the plans 
for the new building, the Fellowship pro- 
gram, research projects, as well as the gen- 
eral administration of the Clinic. 

All of the departments have continued 
their special team meetings and have also 
co-operated in the meetings for the entire 
Medical Staff. These staff conferences con- 
tinue to be most productive. During these 
meetings, “termination of analysis,” “stage 
fright,” and “dreams” were among the 
many topics discussed, with case illustra- 
tions from the Clinic. In addition to mem- 
bers of the Medical Staff, many visiting psy- 
chiatric residents attended from psychiatric 
hospitals throughout the metropolitan area. 

Service offered by the staff have con- 
tinued at their previous high professional 
level. There are sixty-two doctors currently 
working in the Clinic, of whom twelve 
serve as supervisors. Six new doctors have 
been appointed to the staff during the 
past year. 

Throughout the year, a total of 506 pa- 
tients has been helped by the Clinic. This 
figure includes intensive treatment, diag- 
nostic study, and special consultations. At 
any given time, there are about 120 pa- 
tients receiving analysis or analytically 
oriented psychotherapy, either in individ- 
ual or group sessions. Thirteen children 
have been in individual treatment during 
the year, with seventeen parents concur- 
rently receiving treatment. There are usu- 
ally about sixty-five patients in intake study 
or on the waiting list at any given time. 

Attempts are always being made to in- 
tensify these services, increase the intake, 


and improve the selection of patients. The 
Clinic continues to serve as an auxiliary 
training center for the Institute. 

It is the hope of the Medical Staff, the 
Medical Board, and the Directors of the 
Clinic that the future will bring even 
greater gains for our continued growth. 
A special thanks is in order for the Board 
of Trustees of the Institute for its continu- 
ing help toward the welfare of the Clinic. 

Louis R. Hott, M.D. 
Medical Director 


THE DEAN 


By the end of the second year of its op- 
eration, the effectiveness and smooth func- 
tioning of our six-year program were al- 
ready evident. New candidates found it was 
what they had expected and older ones are 
rapidly becoming integrated into it. 

The number of candidates who began 
their first supervision has increased because 
of our new program. The change to re- 
quiring three supervisions instead of two 
and a final paper is being found definitely 
more acceptable. Also, candidates are de- 
riving great benefit from the supervisions 
they are receiving with their patients at the 
Karen Horney Clinic. 

The number of graduates is only slightly 
less than the peak of the previous year, 
which was almost double that of any pre- 
vious year in the history of the institute. 

With each passing year, experienced 
teaching personnel has increased, making it 
possible for more lecturers to limit them- 
selves to participating in one course a 
year and for some to take long-desired sab- 
baticals. This has given still others some 
respite from the excessive burdens that they 
have carried over the years, others an op- 
portunity to participate in different aspects 
of our work, and still others to devote 
themselves to writing. 

Our continuing concern is the falling off 
of candidate applications; a variety of ef- 
forts is being made toward the solution of 
this problem. We hope that our new home, 
which will house the activities of the In- 
stitute, the Clinic, and the Association, will 
give all of us renewed incentive to find new 
ways of approaching this problem and will 
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stimulate more applicants to seek what 

we feel we have to offer that is unique in 
psychoanalytic training. 

Harold Kelman, M.D. 

Dean 


CANDIDATES ASSOCIATION 


One of the primary functions and objec- 
tives of the Candidates Association is to 
promote and develop good, healthy rela- 
tionships among the candidates, as well as 
between the Candidates Association and 
the Institute, the Association, and the 
Karen Horney Clinic. Our meetings dur- 
ing the past year were planned with this 
in mind at all times. They were held on 
Saturday nights in the informal, comfort- 
able atmosphere of our homes, a proper 
setting for the inclusion of both profes- 
sional and social aspects of our relatedness. 
Marital partners were invited, so that the 
oft-heard and not unjustified complaint of 
“another night away from home” would be 
obviated. There were four meetings in all. 
They were well-attended and well worth 
the time and effort expended in their plan- 
ning and preparation. 

The professional portion of the meetings 
was on the same high level as heretofore. 
Dr. Claude H. Miller presented a well- 
prepared paper dealing with the analysis 
of a patient who showed extreme hopeless- 
ness. In treatment he demonstrated the ef- 
fective use of an interim negative thera- 
peutic reaction. At a later meeting, Drs. 
Alexandra and Martin Symonds presented 
theoretical and clinical material concern- 
ing the relationship between parents and 
children with specific reference to the ma- 
jor solutions, The discussion following 
each of these papers was lively and stimu- 


lating, and the meetings continued far into 
the night. Conversation, food, and drink 
were far from lacking. 

The final meeting of the year was espe- 
cially memorable because it was the first 
one held at our new home, the Karen Hor- 
ney Clinic Building. It was altogether fit- 
ting that on this occasion various members 
of the clinic board were invited to speak 
to us about the history of the clinic and 
about its past, present, and future aspira- 
tions. Mr. Lloyd Wescott, Chairman of the 
Board; Sidney Sheiner, Treasurer; Herman 
Rikelman, Executive Director; and Dr. 
Louis R. Hott, Medical Director, all par- 
ticipated. We all felt that similar meetings 
should be held in future in order to pro- 
mote further good relationships between 
the candidates and the clinic. Finally, at 
this same meeting, we discussed at length 
the problem of obtaining new candidates 
for the institute, in view of the currently 
dwindling student body due to the large 
number of recent graduates. A committee 
was formed to investigate this matter fur- 
ther and a letter was sent to the Institute 
and the Association inviting combined par- 
ticipation in an all-out effort. 

The year ended successfully in June with 
our Annual Dinner Dance at the St. Moritz 
Hotel and with our picnic at Stony Lodge 
Sanitarium. Our hope for the future is for 
the continued growth of our relatedness, 
in order to make our new building a home 
in the true sense of the word. 


I would like to express my appreciation 
to the Executive Committee of the Candi- 
dates Association and particularly to Dr. 
Melvin Malen, for the time and effort they 


have given so generously throughout the 
year. 


Ellis Mischel, M.D. 
President 
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